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CERTAIN SYMPTOMS DUE TO DISEASES OF THE URINARY 
TRACT WHICH ARE OFTEN DIAGNOSED AND 
TREATED AS OF OTHER ORIGIN.* 


Guy L. 


Baltimore, 


HuNNER, M. 


un 
Md. 


From the Gynecological Department of the Johns Hopkins University Medical School 


In presenting a paper before an audience such 
as this, which presumably represents a cross section 
of our profession, I perfer chiefly to keep in mind 
the family physician and his problems. 

My forty years of active contact with the com- 
plaining patient convinces me that the urinary tract 
stands first in giving rise to symptoms that are 
easily mistaken as having their origin in some other 
domain. 

Headache, backache, gastro-intestinal disorders, 
pelvic pain, and bladder disturbances, with or with- 
out definite pathological findings in the urine, are 
some of the more common symptoms having their 
origin in diseases of the urinary tract but too often 
diagnosed as due to disturbances in other organs. 
The family physician is the key man to whom the 
patient first brings these complaints and, if he fails 
to arrive at a correct interpretation and if his efforts 
at giving relief prove futile, the patient too often 
is referred to the wrong specialist and spends weeks, 
months, or years in a fruitless endeavor to regain 
health through rest cures, psychotherapy, treatment 
of the gastro-intestinal tract, or operations. 

What general rules have thus far been developed 
guide the diagnos- 
path? In the first 
place, disease of the urinary tract is usually accom- 


that may serve as signposts to 


ticlan against taking the wrong 


panied by bladder symptoms, but these are fre- 
quently of such slight moment that the patient fails 
to mention them unless directly and minutely ques- 
tioned on the point. Too often the woman who has 
intermittent spells of frequent micturition, especially 

*Read at the meeting of the Norfolk County Medical 
Society, April 9, 1934. 


if they occur only at the menstrual epoch, or during 
pregnancy, or while having a “common cold,” takes 
it for granted that these symptoms are natural oc- 
currences under these conditions, and therefore does 
not include them in the complaints unless directly 
questioned. However, about 25 per cent of patients 
who have symptoms due to ureteral stricture do not 
have bladder symptoms at any time, even when 
the stricture and consequent urinary stasis have led 
to such symptoms as headache, nervousness, back- 
ache, and gastro-intestinal disturbances, so there is a 
wide margin for error if one insists on the presence 
of bladder symptoms before thinking of an involve- 
ment of the urinary tract. 

Another helpful rule, and this one of great in- 
terest to the gynecologist, was strongly emphasized 
many years ago by my beloved chief, Howard A. 
Kelly. 


ly points to some lesion in the urinary tract.”” Those 


‘The occurrence of bladder symptoms usual- 


of us who have had wide experience in gynecology 
have not infrequently had patients come to us with 
complaints chiefly centered in the bladder, and on 
making the physical examination we have found 
definite lesions in the genital tract, such as a re- 
laxed outlet, a cystocele, an ovarian cyst, a myoma 
of the uterus, signs of pelvic inflammatory disease, 
or an apparent marked tenderness of the ovaries. 
It is quite natural under such circumstances, partic- 
ularly if the urine is normal, to neglect a thorough 
survey of the urinary tract and to proceed with the 
gynecological work, assuring the patient a symp- 
tomatic cure. But far too often, when such a pa- 


tient passes from her post-operative rest period to 
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resume the activities of life, the major complaint of 
nagging bladder symptcms returns, to the honest 
vexation of the family physician and the surgeon. 
How much better for every one concerned if we bear 
in mind our rule No. 2, and, before doing the sup- 
posedly necessary gynecological operation, make a 
thorough investigation of the urinary tract. We 
may find that the major symptom of bladder dis- 
tress is due merely to a chronic urethritis or chronic 
trigonitis, which, if secondary to a former gonor- 
rheal infection, is usually quickly relieved by ap- 
plications of silver nitrate solution. If these sim- 
ple lesions are due to a distant process furnishing a 
focal infection, such as disease of the tonsils, teeth 
or sinuses, we shall find that the local silver appli- 
cations do little or no good, but we are at least in a 
position to warn the patient that the pelvic opera- 
tion may have to be followed by attention to the 
areas of focal infection. 

Should the urologic examination reveal the more 
serious lesions of elusive ulcer of the bladder or 
ureteral stricture, we can be more certain that the 
proposed pelvic operation is not going to relieve the 
patient’s chief symptoms, and it then becomes a mat- 
ter of surgical judgment whether the gynecologic 
or the urologic problem demands our first attention. 

A third rule to be kept in mind is that a normal 
urinalysis does not always mean a normal urinary 
tract. A patient may have bilateral ureteral stric- 
ture with profound injury to the kidneys without 
About 20 per cent 
of our patients suffering from ureteral stricture de- 


any warning sign in the urine. 


velop a pyelitis with signs in the urine that cannot 
About 


50 per cent of them show at times a few erythrocytes, 


be ignored in our preliminary examination. 


a few leucocytes, a few casts, or a trace of albumin, 
warning signs which even at this late day sometimes 
are reported from the laboratory as of “no special 
This leaves about 30 per cent of our 
stricture patients, who show an absolutely normal 


significance.” 


urine, surely a wide margin for error if we depend 
upon the urinalysis to decide for us whether or not 
If we fol- 
low our former custom of ignoring the signs of trou- 


there exists a lesion in the urinarv tract. 


ble in many of the 50 per cent, in which the 
urinalysis is almost normal, we add a still wider 
margin for error in attempting to decide in which 
of our cases the symptoms are largely or wholly due 
to lesions in the urinary tract. 
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At the risk of repetition, and in the endeavor 
help the general practitioner as well as the speciali 
let us briefly analyze a few of the symptoms co! 
monly found associated with ureteral stricture. Con 
mon sense, largely based on daily observation, 
minds us at once that each of these symptoms m: 
result from one or more of a multitude of causé 
but if one simply remembers that ureteral strictu: 
is one of the most frequent pathological lesions 
the human organism and that it may give rise 
any of the symptoms mentioned, we have added | 
our diagnostic armamentarium a lever that ma» 
prove of great value in the differential diagnosis i: 
an individual case. 

A fever that defies all other diagnostic efforts in 
the search for a cause may prove to be due to 
ureteral stricture, renal stasis, and absorption of 
toxic products. A chronic headache for which no 
other cause can be found may prove to be of similar 
genesis, and clear up permanently when proper 
means are employed to establish adequate renal 
drainage. Nervousness, irascibility, asthenia, and 
even serious mental depression leading to suicidal 
impulses in a patient who has previously been well- 
balanced, strong and energetic, may be found to de- 
Chronic backache, 
for which no other cause is discoverable, may be due 
Renal back- 
ache occasionally may be referred high up in the 


pend on poor renal drainage. 
to the presence of stricture and stasis. 


thorax region, and, if it happens to be accompanied 
by a low-grade fever, it is sometimes thought to be 
due to tuberculosis, even though no other evidence 
of this disease can be found. 

Renal and ureteral stasis due to ureteral stricture 
may give rise to low backache referred to the lumbo- 
sacral or sacro-iliac joint regions, when the most 
careful investigations by the orthopedist may be 
negative. Hip-joint pains and even dysfunction in 
walking, and pains down the ‘thighs and even to the 
great toe have been eliminated by proper treatment 
for ureteral stricture. 

Gastro-intestinal symptoms, ranging from simple 
aversion to food all through the gastro-intestinal syn- 
the 
mucous colitis, have yielded to the one line of treat- 


drome to abominable symptoms of chronic 


ment directed to the urinary tract. In the gastro- 
intestinal syndrome due to urological lesions there 
are probably two chief factors to consider: (1) the 
renal stasis and consequent failure of elimination 


ee 











n 
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oi toxic products; and (2) the rich net-work of 


=\;npathetic nerves connecting the ganglia of the 


kidney and ureter with those of the splanchnic 


s\stem. It is in the abdominal and pelvic fields that 
symptoms due to ureteral lesions have led to our 
most frequent errors in diagnosis, resulting in a 
plethora of useless treatment and worse than use- 
less surgical activity. 

[ am under no delusions about the lack of agree- 
ment even among urologists as to the incidence and 
importance of ureteral stricture. Because the con- 
cept is of comparatively recent development some 
physicians, governed by our traditional and often 
commendable conservatism, have given it no serious 
thought. Some of you are old enough to remember 
the struggle for recognition of the concept of ap- 
Although Fitz’s 


classic paper in 1886 should at once have found 


pendicitis as a disease entity. 


our entire profession eager to make use of its life- 
saving implications, those of us who were doing 
surgery in the early years of this century, fifteen to 
Fitz’s 
with what vehemence the idea of appendicitis was 


twenty years after contribution, remember 
combated by some of the older and more prominent 
general practitioners, aided and abetted by not a 
few surgeons. 

Some of you who have devoted thought to the 
question of ureteral stricture may have concluded 
that the diagnosis of this condition is difficult and 
technical and purely the concern of the urologist. 
As a matter of fact, the diagnosis in most cases can 
be made with a fair degree of certainty by using 
our simplest diagnostic methods, available to every 
practitioner. A careful history, a thorough physical 
examination, and tests of the urine, suffice in most 
cases to make the diagnosis more certain than ob- 
tains with many of our other intra-abdominal dis- 
eases, and enables the physician to refer the pa- 
tient to the urologist before other specialists for con- 
firmation or negation of his diagnosis. 

The family physician, and especially the patient, 
is in a bad way if the latter really has stricture 
and is referred to a urologist whose methods do not 
discover stricture when it is present. Unfortunately, 
there are still many urologists who make a negative 
diagnosis for stricture if a plain catheter passes to 
the kidney without appreciable obstruction. In 
Lewis’ Practice of Surgery (Vol. 8, Ch. 11, p. 95) 


I reviewed 100 consecutive ureteral stricture cases, 
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showing that the plain Nos. 7, 8 or 9 catheter passed 
to the kidney without appreciable obstruction in 63 
per cent of the patients. However, in fifty-three of 
these 100 patients the reaction was so bad after the 
passage of a plain catheter without bulb that anyone 
with experience would suspect the presence of stric- 
ture, a point too often overlooked by the urologist, 
who has not familiarized himself with ureteral stric- 
ture work. 

Unfortunately for our diagnostic decisions, the 
urogram does not always show gross evidences of a 
dilated tract above a narrow area in the ureter. I 
always prefer to find, as we might logically expect 
in every case, that the patient has developed posi- 
tive X-ray evidence of urinary stasis above the stric- 
ture area, for experience has shown that in dealing 
with the patient who has a widely dilated upper 
tract we can usually predict to a nicety just how 
many treatments will suffice to relieve symptoms. 
I have learned from long experience to give the most 
guarded prognosis in the case showing such slight 
roentgenologic changes that one overlooks them if 
not guided by the collateral evidence furnished by 
the bulb test. 

There can never be unanimity of opinion based 
on radiographic evidence as to what constitutes a 
stricture. At best we can only say that the radio- 
gram shows evidences of dilatation above a certain 
area in the ureter. Whether the causes of this dila- 
tation are extrinsic or intrinsic is usually not sug- 
gested by the urogram. There will probably always 
be great difference of opinion as to what the bulb 
When is the bulb 
on its withdrawal suddenly obstructed by a local 
When is the 
of the bulb due to extrinsic causes, such as tumor 


test contributes to the diagnosis. 


“spasm” cf the ureteral wall ? “hang” 
or inflammatory changes outside the ureteral wall? 
When is it due to an intrinsic narrowing of the wall ? 

Our mission as physicians is to restore the patient 
to health. The patient is not deeply concerned with 
what you or I name the thing that is giving her 
“dis-ease,” providing we contrive to restore her to 
While 


we cannot give complete relief to a 100 per cent of 


a reasonable degree of health and comfort. 


patients in whom ureteral stricture seems to be the 
most important cause of the symptoms, yet a suffi- 
ciently high percentage of this group does get the 


desired relief to make our therapeutic activities in 
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this field about as satisfactory as in any other branch 
of medical or surgical endeavor. 

Furthermore, when we realize that we are deal- 
ing with a condition of urinary obstruction due to 
a mechanical cause, and that no form of medica- 
tion is of lasting benefit, and that usually we can 
give greater relief by the relatively simple urological 
methods than we can by any form of operation, 
these facts add a dignity and a satisfaction to our 
work, which fully make up for the drudgery incident 
to the harassing attention to minute details which 
the work so frequently involves. 

Let us close by presenting a brief review of what 
agitation of this question of ureteral stricture for 
the past eighteen years has meant for medicine. 
Many surgical and gynecological clinics scattered 
throughout the world now insist on a thorough pre- 
liminary investigation of the urinary tract in the 
case of patients whose abdominal or pelvic symp- 
toms and physical findings leave a reasonable ques- 
tion as to the correct diagnosis. ‘This routine saves 
many useless operations formerly undertaken on in- 
complete and erroneous diagnoses. Furthermore, the 
operation of exploratory laparotomy, formerly re- 
sorted to in a most casual manner, is now found to 
be necessary only in the exceptional case. Every sur- 
geon can testify as to the futility in many instances 
of such exploratory operations. 

While thousands of such operations are now being 
circumvented every year, it is naturally in the field 
of frankly urological conditions that our greatest 
progress has been registered because of a better ap- 
preciation of the incidence of ureteral stricture and 
what the resulting impaired drainage means to the 
welfare of the kidney. 

Hydronephrosis. About one year ago, while pre- 
paring for a nephropexy, I noticed an unusual de- 
gree of expectancy on the part of our staff mem- 
bers, and turning to our resident gynecologist I 
asked him how many fixations of the kidney had 
been done during his five years of service, and he 
answered that this was to be the first one he had 
seen! At my request he later examined the operat- 
ing-room records for the period of my last year of 
residency in 1902, and found that we had done 
twenty-nine nephropexies in that year. The volume 
of urological material was then much smaller as 
compared with our present service. Our urological 
literature still carries reports of nephropexies, at 


[ Apri 


times numbering more than 100 cases from a sing! 
clinic. This is one of our most useful and valuab! 
operations, but such reports would seem to indica‘ 
that many urologists are not yet awake to the fa 
that ureteral stricture is the cause of nearly all cas: 
of hydronephrosis, and that the relief of sympton 
is obtained with greater certainty by attacking th. 
cause rather than the kidney. 

Pyelitis. 
will no doubt remember what a béte noir to the pro- 


The older surgeons present here toda 


fession was presented by the victim of chroni 
pyelitis, and how frequent and unsatisfactory was 
Today, after 
preliminary investigation, we can usually tell these 


resort to operation for this condition. 


patients fairly accurately how many ureteral dilata- 
tions will be necessary before they will be free from 
their infection and symptoms. Nor do we longer 
resort to internal medication or pelvic lavage to ac- 
complish the cure, for theory is backed by experi- 
ence in demonstrating that the kidney is an ideal 
irrigator if we give it a chance. Post-operative 
pyelitis, formerly a not infrequent complication after 
abdominal and pelvic operations, is now almost never 
encountered in our clinic. 

In communities in which ureteral stricture is be- 
ing more generally recognized, and drainage is being 
instituted for the earlier symptoms of stricture, 
acute and chronic pyelitis, as diseases of adult life, 
are being encountered far less frequently than they 
were fifteen years ago. 

Chronic pvelitis in infancy and early childhood, 
formerly usually considered as of gastro-intestinal 
origin, is now more generally recognized as second- 
ary to impaired ureteral drainage. I know of noth- 
ing more striking in the realm of therapeutics than 
the promptness with which these little victims im- 
prove in their ability to assimilate nourishment after 
the clearing up of the pyelitis, brought about by im- 
proved urinary drainage. 

Pyelitis of pregnancy seldom demands therapeutic 
abortion if attention is given to ureteral drainage. 
Many victims of multiple spontaneous abortions due 
to renal failure have been rendered able to carry 
to term by the simple treatment of ureteral stricture. 

Renal and Ureteral Calculus. 
extended review of what it means to the urologist 


Time prevents an 


and to his patient when the former grasps the 
significance of the close relationship existing be- 
tween the presence of bilateral ureteral stricture 








‘tracts. 


— 
wn 


and formation of calculi in one or both upper urinary 
Briefly, by attention to this relationship, our 
results in treating this disease have been revolu- 
tionized. The incidence of its recurrence, in the 
kidney or ureter once freed from stone by opera- 
tion, or by methods of dilatation, has been vastly 
reduced, and the later development of stone on the 
opposite side is of very rare occurrence. In my day 
as hospital interne and resident we frequently had 
in the wards one or more patients dragging along 
for weeks after a nephro- or pyelo-lithotomy because 
of prolonged lumbar drainage. The odor from such 


patients often polluted the entire ward. Now we 


practically never see this condition except in pa- 
tients who come to us from some other clinic where 
operation has been performed without preliminary 
attention to the ureteral drainage. 

?ssential Hematuria. This condition, formerly 
considered as belonging on the border-line between 
medicine and surgery, has in more recent times fallen 
chiefly to the care of the surgeon. Operations have 
not been followed by results greatly superior to 
those obtained by the expectant method. Nephrec- 
tomy cures the bleeding if it is unilateral, but too 
often this radical removal of an approximately nor- 
mal kidney is followed later by bleeding from the 
remaining kidney. Less radical measures, such as 
splitting the kidney from end to end and immediate 
approximation of the two halves by suture, or 
decapsulation with nephropexy, have not yielded 

‘re than 50 per cent of cures. 

Since the discovery that bilateral stricture attends 
this condition in most cases, and probably accounts 
for the various renal lesions that cause the bleeding, 
by simple restoration of good renal drainage we 
have obtained results far superior to those following 
any type of operation. Needless to emphasize that 
ureteral stricture, being such a frequent lesion, may 
occur in combination with any type of renal neo- 
plasm. Failure of ureteral dilatation to bring about 
prompt cessation of the bleeding may mean that our 
diagnostic methods have failed to reveal a co-existent 
renal lesion, and an early exploratory renal opera- 
tion becomes secessary in the occasional case. 

Nor should we forget that the focal infection, so 
often back of the ureteral stricture, may also fur- 
nish fresh insult directly to the kidney tissues and 
result in continued bleeding even after good ureteral 


drainage is restored. I have had several patients, 
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who, after apparent thorough dilatation of the 
ureters, continued to bleed until an active focus of 
infection was eradicated. 

Renal Tuberculosis. Since the discovery about 
eight years ago that all our patients admitted with 
renal tuberculosis, whether bilateral or unilateral, 
seem to have bilateral ureteral stricture, we have 
been greatly interested in the relationship of renal 
drainage to this type of infection. Whether some 
patients with an early unilateral renal tuberculosis, 
and good function on the diseased side, can over- 
come the disease through the establishment of better 
drainage remains an interesting problem for the 
future. For the present we need not look upon bi- 
lateral renal involvement as pessimistically as we 
have in the past, for through better drainage methods 
we can undoubtedly prolong life and reduce the 
discomforts in many of these cases. The same rule 
applies for patients who have but one kidney and 
this the seat of tuberculosis. 

Bright’s Disease. We need not enter into the con- 
troversy as to what constitutes Bright’s disease or 
what may be its etiological factors. The urologist 
occasionally sees the patient with a so-called sur- 
gical lesion of the kidney, and who, in addition to 
the usual symptoms of fever, pain, pyuria, and 
hematuria, also shows marked signs and symptoms 
which from the medical viewpoint we consider as 
indicative of Bright’s disease. 

In dealing with hydronephrosis, chronic infec- 
tions of the kidney, calculus, and the so-called essen- 
tial hematurias, we have occasionally noted hyper- 
tension, cardiac decompensation, headache, delayed 
mental reaction, heavy breath, aversion to food, 
anasarca, and even typical uremic convulsions, and 
have been surprised and delighted in many cases 
to see these symptoms clear up under the one treat- 
ment for establishing better ureteral drainage. 

In the past the urologist has not been asked to 
see the patient with these various signs of Bright’s 
disease unless there was reason to suspect a compli- 
cation by one of the so-called surgical conditions. 
However, I have dealt with a few non-surgical cases 
that would have to be classified as representing 
typical Bright’s disease (see Case 6). These pa- 
tients have had ureteral stricture and have shown 
such marked improvement under ureteral treatment 
that one is forced to ask what part, in some in- 


stances, mechanical stasis may have in the develop- 
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ment of this disease. I feel certain that the future 
offers opportunity for valuable research in this field. 
It is in children and young adults showing signs of 
Bright’s disease without evident etiology that care- 
ful investigation should be made concerning the con- 
ditions of drainage. 


Case Reports witH LANTERN ILLUSTRATIONS 

With a collection of thousands of slides one is 
tempted on an occasion such as this to select such 
illustrations which, from the X-ray evidence alone, 
Such a choice of material 
would have the added advantage that a report could 
be made on end-results of treatment on each case 


must carry conviction. 


presented. However, many of you have heard and 
read some of my previous contributions, and I con- 
cluded that it would be more valuable to discuss 
about fifty slides taken on patients seen in the past 
few months. This has the advantage of bringing 
before you some of the questions occurring in the 
daily work of any one interested in the problems of 
ureteral stricture. Lack of space allows reproduc- 
tion of only a few of these illustrations together 
with abbreviated case-histories. 

Case 1.—( Fig. 1). Illustrating bilateral ureteral 
stricture with elusive ulcer of the bladder, a condi- 
tion seen fairly frequently, and the patient often 
treated as a neurasthenic, probably because of the 
lack of marked changes in the urine. 

Mrs. L. N., 38. Admitted to the Medical 
Service July 23, 1932. Transferred to the gyneco- 
logical service May 10, 1933. 


age 


Medical diagnosis: 
Chronic invalidism; under-nutrition; chronic pelvic 
inflammatory disease, inactive; manic depressive 
Interstitial 
cystitis or elusive ulcer of the bladder, and later, 
ureteral stricture, bilateral. 


psychosis. Gynecologic diagnosis: 


Past History. Measles and chicken-pox as a child, 
profuse vaginal discharge in 1913, ceased after 
D. & C. in 1926; tonsillitis in 1923, tonsillectomy 
in 1924; always constipated, and has used laxatives. 

Present Iliness. In 1929 began to have insidious, 
dull, dragging pain located bilaterally just beneath 
the costal margins, and occurring intermittently. 
The last bad attack of this nature occurred one 
month Attacks last one to two hours and 

Says 
In the 
beginning there was no radiation of the pain, but 


ago. 
seem to bear no relation to meals or activities. 
she often feels worse when lying in bed. 
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later on it often went down the right side into t 
pelvis. Still later, bladder symptoms began, wi 
frequency and burning, and she now voids tw 

After several months she | 
About ty 


years ago began to have elevation of temperatu: 


three times at night. 
gan to lose weight and feel very tired. 


sour taste, and often felt nauseated. A physician 


“ec 


Florence, Italy, diagnosed “spasm of the int 
tines,” but several months of treatment did 1 
improve the condition. She then went to a Paris 


hospital because of fever and frightful pain in the 
bladder. Her physician said there was no eviden 
of pyelitis. An intravenous injection of urotropin 
was given. Later the appendix was removed and 
pronounced normal. On admission to the Johns 
Hopkins Hospital the chief complaints were fever, 
asthenia, bad taste, mild lumbar pain, a feeling as 


if a mass were present in the hypogastrium, and 





Fig. 1.—Case 1. absence of X-ray evi- 
dence of stricture. 
Calices possibly slightly clubbed. Ureter about 
normal. The slight ureteral angulation opposite 
the fourth lumbar is the site of a dense stricture 
as shown by repeated bulb tests. A similar con- 
dition holds for the left side, and each ureter has 
a dense stricture in the bread-hgament region. 


Note the i 
Pelvis smaller than normal. 


bladder symptoms. Urinalyses were negative except 
for the occasional finding of a few leukocytes or a 
trace of albumin. After nine months of treatment 
by rest, forced feeding, and psychotherapy, the pa- 
tient’s weight had increased from 111 to 137 pounds, 
hut otherwise her condition remained about as on 
In May, 1933, 
cystoscopically and a diagnosis was made of elusive 
At 


admission. she was examined 


ulcer for which an operation was done. the 


SV 
re 


iti 
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, same time a general abdominal exploration was treatment January 20, 1934, dilatation of right 
mide with negative findings except for a chacolate ureter with bougies of increasing size up to 5.6 mm., 
cvst of the left ovary which was removed. This 17 Fr.; retention catheter left in right side for drain- 
relieved some of the symptoms in the region of the age. January 25th, Fig. 4 taken to demonstrate to 
bladder, but the low fever recurred, the patient con- the students the presence of bilateral stricture in 
tinued to have the constantly coated tongue with spite of absence of symptoms on the left side. Stones 
} bad taste, and the discomforts in the upper flanks. passed spontaneously on January 29th. Patient 
4 . 29 . . ° ° 
1 I was consulted in October, 1933, and bilateral will now be followed until both ureters are well 
P stricture was discovered (see Fig. 1). dilated. 
S Case 2.—(Fig. 2). Tllustrating bilateral ureteral 
stricture with sterile hydronephrosis. Recent diag- 
ce nosis of tumor of right kidney; nephrectomy advised. 
in 
id 
ns 
r 
As 
id 
Fig. 3.—Case 3. Plain X-ray showing three large 
ureteral stores a few centimeters above the blad- 
der. 
Fig. 2.—Case 2. Showing hypdronephrosis of 40 
c.c.; left kidney held 15 c.c. Note filling defect 
opposite fourth lumbar and a relative narrowing 
just below this. Dilated ureter from broad-liga- 
ment region to the narrow area opposite the 
fourth lumbar vertebra. Bulb hangs at 23 cm. and 
6.5 em. above external urethra. Symmetrical 
strictures found on the left side with the bulb 
test and shown by urogram. Half-hour intraven- 
ous ’phthalein showed R. 15 per cent, L. 20 per 
cent. 
Case 3.—(Figs. 3 and 4). Illustrating bilateral 
ureteral stricture, bilateral hydronephrosis, recur- 
ring stones in right ureter, no symptoms on left side. 
Mrs. H. G., admitted January 20, 1934, age 43, 
-pt weight 228 pounds, 7 para. In 1928, in another 
. clinic, had several treatments of the right ureter, 
ont and four or five months later passed a ureteral stone. 
a- No subsequent treatments, and remained free from 
ds, symptoms until May, 1933. Since then severe right 
on renal colic attacks accompanied by nausea and vom- 
ed iting. 
ive Plain X-ray (Fig. 3) reveale e large ureters 
ive lain ay (I Ig. ) we ealed three large ureteral Fig. 4.—Case 5§. Bilateral u-ogram demonstrating 
the caleuli in mid-pelvic portion of right ureter. First bilateral stricture with bilateral hyd:onephrosis, 
. R. 125 c.c., L. 25 c.c. 
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Case 4.—(Figs 5,6 and 7). 
ureteral stricture, multiple calculi of left kidney. 
Colon bacillus pyonephrosis, left, 300 c.c. content. 
Right hydronephrosis, slight, 11 c.c., sterile culture. 
Probably cholecystlithiasis. 

M. D., admitted January 30, 1934, age 38, mar- 
ried twenty-one years, 7 para, menstruation normal. 
Complains of severe attacks of pain in the left upper 
Five years in- 

Attacks then 
at two to three-year intervals until recently. At- 
tacks six months ago, three months ago, and five 
ago, accompanied by jaundice. Until these 
three attacks there had been no other symptom ex- 
cept the severe pain in the left upper quadrant, 
forcing the patient to go to bed. In the recent at- 
tacks accompanied by jaundice the pain in the left 
upper quadrant and the jaundice disappeared after 
a few days in bed. Two months ago the patient 
discovered a mass in the left upper abdomen. 


Illustrating bilateral 


quadrant since seven years of age. 
terval between the first two attacks. 


days 





Fig. 5.—Case 4. Note slight dilatation of the right 
ureter above the broad-ligament region, and slight 
dilatation of the right renal calices (11 c.c. pelvic 
content) which might be accounted for by com- 
pensatory hypertrophy. Multiple calculi in the 
left kidney. 

Examination revealed a large mass in the left 
upper quadrant, its lower pole reaching below the 
trans-umbilical line. This showed an excursion of 
3 to 4 cm. on deep breathing. It was not especially 
tender except over the area taken to be the kidney 
hilum (site of the large stone). The right kidney 
was just palpable over its lower pole and was not 


tender. The ureters were tender on palpation over 
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Note evidences of stricture in the 
left broad-ligament region with slight ureteral 
dilatation above. Note the triangular stone 
shadow in the small kidney pelvis, and beyond this 
the irregular shadow in the large calices where 
the Nal solution has replaced some of the thick 
pus which had been washed from the kidney. 
Three small stone shadows in the lower calices. 


Fig. 6.—Case 4. 


the pelvic brim region and in the broad-ligament 
No thickening felt. 
resistance and slight tenderness over the gall-bladder 


regions. There was palpable 
region and several of the X-rays showed probable 
shadows of gall-stones. While later examinations 
showed the left pyonephrotic kidney to contain colon 
bacilli, the first culture from the bladder was re- 
ported as negative, and this led to speculation on 
the possibility of a renal tuberculosis, because of 





Artist’s drawing of the removed kidney. 


Fig. 7.—Case 4. 


the large mass, the pyuria, the thirty-one years of 
symptoms, and the comparatively good health of the 
patient. Against this diagnosis was the absence of 
bladder symptoms, absence of palpable thickening 
of the left ureter, and cystoscopy showing a normal 
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ladder except for a small nodule of edema to the 


edian side of each ureteral orifice. Numerous 


aminations for acid-fast bacilli were negative. 


Case 5.—(Fig. 8). Large visible tumor mass fill- 


ng upper left abdominal quadrant. Intravenous 


Skiodan injection strongly suggesting renal tumor. 
Investigation by retrograde injections and bulbed 
showed bilateral ureteral 
bilateral hydronephrosis (16 c.c. content 
side), the left pelvis and calices showing 
G-I X-ray series nega- 


catheters stricture with 
moderate 
on either 
no suggestion of distortion. 
tive. Abdominal incision, removal of large cyst of 
the tail of the pancreas. 

Mrs. E. C., admitted January 23, 1934, age 61, 
1 para. Had always enjoyed good health until 
one year ago when she began to lose weight and 
noticed that she was growing weaker. There had 
been some burning after eating, considerable nausea, 
and some vomiting. Finally 
developed soreness in left upper quadrant and two 
months ago discovered a lump which has increased 


Never hematemesis. 


in size. No urinary symptoms. 





Note the 


Intravenous Skiodan. 
large dense shadow filling the left upper quadrant 
and covering the left half of the first three lumbar 


Fig. 8.—Case 5. 


vertebrae. Note long thin left renal pelvis and 
spider-leg-like pattern of calices. 


Case 6.—(Fig. 9). 
and nephritis, hematuria, albuminuria, and great 


Illustrating hypertension 
numbers of casts, including many of the large 
terminal variety. Hypertension reduced and urinaly- 
sis almost normal after the establishment of better 
renal drainage. 
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Mrs. V. McC., admitted March 21, 1933, age 64 
years, married seventeen years, no pregnancies. Ap- 
pendectomy twenty-eight years ago, fractured pelvis 
in auto accident fifteen years ago. Influenza and 
bronchopneumonia in 1919. Hypertrophic arthritis 


of finger-joints for several Intermittent 
neuritis-like pains of the extremities for several 
In the summer of 1929 developed Heber- 
den’s nodes. In November, 1929, began having 
attacks of “grippe”’ with slight fever and general 
Considerable pain throughout the back, 
worse in the lumbosacral region. In bed during 
February and March, 1930, with constant slight 
In March, Dr. Boggs diagnosed nephritis 
and anemia. In June, 1930, the patient was in the 
Woman’s Hospital for three weeks under the care 
of Dr. Walter Baetjer because of fever, night sweats, 
The diagnosis was regis- 


years. 


years. 


pains. 


fever. 


and pains in the back. 


tered as “secondary anemia—origin unknown.” 
After active treatment, including a blood transfusion, 


the hemoglobin rose from 58 to 79 per cent. For 
the first five days in bed the temperature ranged 
from 100.8° to 102.2° F. The blood chemistry 
and blood culture were negative. 
Dr. Waters: “No evidence of organic lesion in the 
No evidence of metastases 
Some atrophy and a 
Chest nega- 
tive. 160—-170/80. 
After two weeks of about normal temperature the 
patient was dismissed as much improved. 

For the next three years she was in fair health 
but continued to have occasional attacks of slight 
and the anemia and 


X-ray report by 


gastro-intestinal tract. 
in lumbar spine or pelvis. 
moderate degree of infectious arthritis. 
Teeth: no abscesses.” B. P. 


fever with night sweats 
asthenia persisted. 

In February, 1933, the patient had “influenza” 
followed by tonsillitis, and about March 1st began 
to have a nagging pain in the left kidney region, 
about the left hip, and down the sciatic nerve, and 
the urine became smoky red. Dr. Edgar Sandrock 
called me in consultation March 21st, because of 
the persistent hematuria and the pain in the left 
renal region. A catheterized specimen of urine ap- 
peared almost like pure blood and showed albumin 
+ + + ++, many r.b.c., numerous leukocytes, and 
many casts of all varieties, including numerous 
terminal casts, some of them so large that they 


The 


patient was sent to the Johns Hopkins Hospital 


almost reached across the high-power field. 
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where examination showed B. P. 210/110, w.b.c. 
5,200, Hbg. 55 per cent; a two-hour intravenous 
’phthalein test showed—first hour 250 c.c., 40 per 


cent; second hour 200 c.c., 5 per cent. 





Fig. 9.—Case 6. Catheter withdrawn until the bulb 
hangs in the broad-ligament region. Note ab- 
sence of positive X-ray findings. Considerable 
difficulty in getting small bulbs to pass high stric- 
tures on each side 23 em. above the external 
urethra. 


The abdominal and pelvic examinations were es- 
sentially negative. Palpation of the ureter-broad- 
ligament regions caused complaint of severe pain 
and an intense desire to void. There had been no 
bladder symptoms. The culture from the bladder 
was negative. We were confronted with the prob- 
lem of a possible neoplasm of the left kidney, but 
the patient was in such poor physical condition that 
an operation was not to be considered, even if a 
positive diagnosis of tumor could have been estab- 
lished. Because of the fairly typical history of 
nephritis over a period of several years, and because 
of the ureteral tenderness and the knowledge that 
ureteral stricture is one of the most ccmmon causes 
of renal hematuria, I decided (not without mis- 
givings as to the possible results of any form of 


treatment) on an investigation of the ureters. 


This revealed multiple strictures on both sid 
high strictures about 23 cm., and low strictures 
cm. above the external urethra. The patient w 
dismissed April 5th after sixteen days in the lx 


pital, each ureter having been dilated twice a1 
carried to a 3.6 mm., 11 Fr. bulb. The bladd 
urine on April 4th, the day of the last treatme1 
after careful centrifuging, showed in the high-pow 
field, w.b.c. 3-4, an occasional r.b.c., no casts. On 
May 16th, Dr. Sandrock reported “the patient is 
greatly improved, she gets out in her garden dail 
The urine still contains a heavy trace of albumin, 
but it is clear of r.b.c. and casts. The systolic pres- 
sure varies from 140 to 160.” The patient was 
readmitted May 23rd, when we found the B. P. 
195/90, the catheterized urine showing a rare r.b.c. 
and w.b.c., a few hyaline and granular casts, no 
albumin, sp.gr. 1002. The two-hour intravenous 
‘phthalein test showed: first hour 650 c.c., 45 per 
cent; second hour 350 c.c., 30 per cent. Two more 
treatments were given on each side up to a 4 mm., 
12 Fr., dilatation. When the patient entered on 
June 6th for the third set of treatments she reported 
that she had been downtown shopping without bad 
results. “There are no further pains in the flank 
or hip region, and the arthritic pains in the back 
have ceased; the stiffness of the fingers has greatly 
improved.” 

After my summer vacation I inquired about the 
patient, to be told that she had purchased a car 
and had learned to run it so she could daily take 
her husband to and from business. On February 
7, 1934, Dr. Sandrock reported that the patient had 
recently had some headache, some discomfort in 
the heart region, and at times a suggestion of pain 
in the left posterior flank. During February and 
March, 1934, she came to the office for three dilata- 
tions on the left side and two on the right, up to a 
4 mm. bulb. The bladder urine was examined on 
each of these five visits and albumin was not present. 
Once one hyaline cast was found and on two oc- 
casions a long slender cylindroid was noted. Dr. 
Sandrock reported on March 21st that her systolic 
pressure was 150 and that she was symptom-free. 
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HYPERAESTHETIC RHINITIS (HAY FEVER)—TREATMENT 
BY ZINC IONIZATION. 


Currton M. Miter, M. D., F. A. C. S.., 


Richmond, 
Associate Professor of Oto-laryngology, Medical College 


In an article published in 1932, Grafton Tyler 
Brown gives a history of what is termed “hay fever” 
He says that in 
1819 John Bostock, an English physician, was the 


is found in medical literature. 


first to describe the condition as a definite clinical 
entity, though symptoms of itching nose and sneez- 
ing from the odor of roses had been noted by Borallus 
in 1565, and by Binningerus in 1673. 

Charles Blackley, 
originated the skin test. 


another English physician, 
He was himself a sufferer 
from this type of rhinitis, and in 1865 he applied 
to abrasions on his arms and legs the pollen of 
many grasses and flowers, cbtaining positive reac- 
tions. He also correlated his symptoms with the 
amount of pollen floating in the air by examining 
the pollen content of slides which had been first 
covered with glycerin and then exposed to the air. 

The term “hay fever” is rather a misnomer, as 
the sufferer has no fever and the symptoms are not 
caused by hay; but so firmly fixed is this name 
in medical literature and in the public mind that it 
will most probably always he used. My own prefer- 
ence is for the term hyperaesthetic rhinitis, adding 
the adjective seasonal or perennial to designate 
whether the symptoms occur only at certain times of 
the year or are constant. 

The symptoms are too well known to be empha- 
sized here, but we must bear in mind the itching 
and burning of the nose and inner canthi with 


The 


nasal discharge does not tend to become purulent, 


profuse serous rhinorrhoea and lachrymation. 


but varies in amount during the prevalence of the 
attack, sometimes ceasing almost entirely. A gen- 
eral feeling of malaise is present and lack of interest 
in surroundings. Appetite is usually poor and tem- 
perature is more liable to be subnormal than elevated. 
In the perennial type, such symptoms persist through 
the entire year and seem in no way connected with 
wind-borne pollen. Nasal obstruction with conse- 
quent forced mouth breathing, more pronounced at 
night, adds to the misery of the sufferer. 


Those affected with hyperaesthetic rhinitis, par- 


Va. 
of Virginia 


ticularly the seasonal type, have a marked tendency 
to become asthmatic. The asthma is at first sea- 
sonal, but later becomes perennial. When this oc- 
curs, the suffering is much aggravated, tending to 
cause the patient’s outlook on life to become very 
gloomy. Perennial hyperaesthetic rhinitis must be 
differentiated particularly from cerebrospinal rhinor- 
rhoea. The discharge of cerebrospinal rhinorrhoea 
contains some sugar and no mucin, as a result of 
which it is sweetish in taste and when dried on the 
handkerchief leaves it soft and fluffy. The dis- 
charge of hyperaesthetic rhinitis is salty to the taste, 
and the mucin which it contains causes linen upon 
which the discharge is dried to be stiff. The sufferer 
from cerebrospinal rhinorrhoea frequently complains 
of a sense of fulness in the head, which symptom 
is relieved by a profuse discharge from the nose. 


There is no sneezing and hyperaesthesia of the nose 


and inner canthi in cerebrospinal rhinorrhoea. No 
irritation of the skin about the nares and upper lip 
is produced by the cerebrospinal discharge. The 


fact that cerebrospinal rhinorrhoea is rare does not 
free the examiner from the responsibility of making 
a diagnosis when the condition is present. 

In examining a potential case of hyperaesthetic 
rhinitis a careful examination of the accessory sin- 
uses is indicated. Deviations of the septum should 
be scrutinized and their bearing upon the symptoms 
should be considered. Foreign bodies in the nose 
may give rise to symptoms that simulate hyper- 
aesthetic rhinitis. These foreign bodies may be 
either rhinoliths or bodies introduced into the nose 
and not removed. 

Correcting nasal deformities and affording proper 
aeration and drainage of the sinuses or the removal 
of a foreign body may clear up a seeming case of 
hyperaesthetic rhinitis. This form of surgery should 
be done when indicated, for thus the nose, if not 
relieved of the symptoms, is better prepared to benefit 
from measures directed toward the cure of hyperaes- 
thetic rhinitis. 


The appearance of the nasal mucosa in hyper- 
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aesthetic rhinitis of the seasonal type is usually pale 
and somewhat boggy and edematous, with a serous 
discharge evident in the nasal cavity. In some cases 
of the perennial type the mucosa is more red and 
turgid in appearance, but it should be borne in 
mind that many cases of the latter type have the 
same pale appearance that is found in the seasonal 
type. 

This appearance of the mucous membrane sug- 
gests that biochemistry and nutritional changes play 
a part in the condition. In the pale condition, 
there is probably a para-sympathetic predominance 
with some glandular deficiency, while in those cases 
where there is a reddened, easily infected membrane, 
there is found a sympathetic dominance and over- 
activity of the suprarenals. 

The above findings would suggest that, in treat- 
ment of these cases of hyperaesthetic rhinitis, we 
should increase the intake of acid ash food and 
possibly give some hydrochloric acid. In the red 
mucous membrane, the alkaline ash food intake 
should be increased. 

The above statements are as yet not fully enough 
proven to be stated didactically, but sufficient ob- 
servations of the nasal mucosa as a dietetary guide 
have been made to make them well worthy of trial. 

As to other treatments of hyperaesthetic rhinitis, 
my own preference is for zinc ionization of the nasal 
mucosa. This form of treatment was adopted after 
noting the large precentage of cases relieved or 
cured by this method, as published by Philip Frank- 
lin, Warwick, Haseltine, and a personal conversation 
as to his results with Dr. Charles H. Riordan. 
Arthur M. Alden, in a publication subsequent to 
those of the above, reports similar results. 

Since all these observers give results so much 
superior to those attained by any other method of 
treatment, its adoption seems well worthwhile. 
Ionization is no new method of treatment. 
discussed as early as the eighteenth century, when 
the static machine was the only source of electricity. 
Many articles appeared during the nineteenth cen- 
tury dealing with the introduction of various sub- 
stances into the tissues by means of the electric cur- 
rent. P 

Philip Franklin, to whose article I am indebted 
for the above historical note, further says, ‘“Experi- 
ence has taught us that physiological and chemical 
changes are effected by the action of the galvanic 


It was 
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current on the body tissues, and that hyper-irritabl 
areas are rendered less sensitive. In 1914, I first 
began to note the effect of zinc chloride and zin 
sulphate solutions on the sensitive areas of the nasal 
mucosa. These areas are particularly affected in 
hay fever and vasomotor rhinitis. They are situated 
mainly on the surface of the inferior turbinate bone, 
the lower border of the middle turbinate, and the 
adjacent surface of the nasal septum. They readily 
respond to the changing humidity and temperature 
of the inspired air. Their reactions are controlled 
by a delicate nerve mechanism involving, it is 
thought, a nerve center in the medulla oblongata, 
which receives impulses through the fifth, tenth and 
eleventh cranial nerves and the sympathetic system. 
The normally maintained physiological balance may 
be upset by a variety of factors—extrinsic, acting 
through the inspired air, intrinsic, acting through 
the blood stream, and reflex, from stimulation of 
distant parts of the vagus and sympathetic system. 
The clinical expression of the imbalance so pro- 
duced are congestions of nasal mucosa, sneezing, 
rhinorrhoea, and itching of the inner canthus, nasal 
vestibule, roof of mouth, neck, and, as is sometimes 
experienced in hay fever, of more distant skin sur- 
faces. Drake (British Journal of Dermatology, 
1928) associates an asthma-eczema-prurigo complex 
with these clinical manifestations, which he ascribes 
to a dysfunction or disharmony of the autonomic 
nervous system. It is outside the scope of this 
article to consider the debatable causes of this nasal 
imbalance or its relation to the specific or allergic 
phenomena in general. Intranasal ionization is 
essentially a local treatment, and, at least in hay 
fever, the relief of symptoms seems to be independent 
of any exciting cause. 

“The treatment by zinc ionization of the hyper- 
sensitive areas in the nose has in my experience 
given relief in a higher percentage of cases than 
have other methods. The relief is obtained with 
relatively little discomfort and with few applica- 
tions.” 


Franklin’s technique differs from that used in 
this country. He employs similar zinc solution and 
electrode, but uses two to five milliamperes of cur- 
rent for from fifteen to twenty minutes, frequently 
treating both sides of the nose at the same sitting 
and giving several treatments at intervals of seven 
to ten days. 
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The technique of treatment which seems to have 
riven the best results in this country is to treat but 
ne side of the nose at a sitting; the other side is 
reated a week later. 

The side to be treated is first carefully packed 
vith cotton swabs wrung out of a one to 1,000 solu- 
tion of adrenalin chloride. Every possible part of 
the nasal cavity is brought into contact with these 
swabs. After allowing these to remain ten minutes, 
they are removed and similar packing with a local 
anaesthetic is made. As a local anaesthetic in this 
work nupercaine has seemed best to me. It is used 
in a 2 per cent solution. Butyn in 2 per cent solu- 
tion gives good anaesthesia but has not seemed to 
give such complete insensitiveness as the nupercaine. 
This packing is allowed to remain for ten minutes 
following with swabs saturated with a solution of 
1 per cent zinc sulphate in water seven drams and 
glycerine one dram. The swabs must be applied to 
every crevice of the nasal cavity. The zinc electrode 
which has been covered with cotton and dipped 
into the solution is introduced into the nose after 
packing the upper portion, then swabs are packed 
around the electrode to fix it firmly. The positive 
pole is connected with the nasal electrode while the 
indifferent electrode is bound firmly to the forearm 
on the same side as the side of the nose which is be- 
ing treated. The current is then slowly turned on 
until the indicator marks ten milliamperes, and is 
allowed to remain at this for ten minutes. During 
the time of administration of the current, the milli- 
amperemeter must be watched for it will vary slightly 
in volume and must be regulated. There is no dis- 
comfort suffered by the patient, but there is a slight 
metallic taste in the mouth and some excess salivary 
secretion. 

After turning off the current and removing the 
packing, the nasal mucosa will be found to have a 
whitish appearance. The patient should be sent 
home and told to go at once to bed taking something 
to relieve pain, for a severe headache is liable to 
occur. I suggest the taking of allonal tablets, each 
three grains, every hour until three tablets are taken, 
unless sleep supervenes or pain is relieved before 
the third dose is taken. The pain is not of long 
duration, but the patient should remain in bed till 
the following day. 

In about twenty-four hours after having treatment, 


the side of the nose which has been treated will be 
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found filled with a gelatinous secretion somewhat 
polypoid in appearance. This is firmly fixed to the 
lining of the nasal cavity and should not be inter- 
fered with. After three or four days this secretion 
can be easily blown from the nose, or, if it is not, 
can be gently separated from the mucous membrane 
with a probe and syringed out. The appearance of 
the nasal cavity at this time is normal or slightly 
more red than normal. 

From 50 per cent to 75 per cent of patients are en- 
tirely symptom free for two or more years follow- 
ing treatment, according to results reported by War- 
wick, Alden, and Franklin. 


second treatment before entire freedom from symp- 


A few return for a 


toms is noted. The cases that have been treated 
by me were all of this past season only, and were 
number. 


ten in They all were entirely free of 


symptoms immediately following treatment. Two of 
them were of the perennial type. 

Warwick says, “At first I thought I was produc- 
ing merely a local change in the patient’s nasal 
mucosa which perhaps rendered the nerve endings 
less sensitive to allergens, but further work, partic- 
ularly on certain cases of food allergies, manifested 
by urticaria and asthma, and cases of angioneurotic 
edema, who had never complained of nasal symp- 
toms, have convinced me that the reaction is not 
local, but systemic.” 

Two of my cases were able to have treatment on 
only one side, yet both of them were much freer 
from obstruction, and irritation on the untreated 
side than they had previously been, while the treated 
This 


seems somewhat to bear out Warwick’s idea of a 


side was completely free from symptoms. 
systemic effect. Alden has made sections of middle 
turbinates of patients who had been ionized from 
one to seven months previous to the biopsy, and says 
that without exception the mucosa was normal and 
intact. 

McMahon, on examining the mucosa of the ion- 
“Definite de- 
structive changes were brought about in the mucosa 


ized frontal sinuses of dogs, says, 
of the frontal sinuses of dogs by the ionization of 
the zinc sulphate solution. These changes consisted 
of ballooning, fragmentation, and complete destruc- 
tion of the surface epithelium, a marked edema of 
the subepithelial tissues and an extravasation of 
free red blood cells into these tissues from greatly 
dilated and ruptured capillaries.” 
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He used 2 per cent zinc sulphate solution with 
five milliamperes of current for twenty minutes. 
The changes which he mentions are not such as 
would result in final destruction of the membrane, 
but rapid repair of this process would occur. It 
is possible that the patient’s relief from symptoms 
is due to the changes brought about by this process 
of destruction and repair. 


CoNCLUSION 
Ionization of the nasal mucosa renders a large 
majority of treated patients free from sensitiveness 
to the wind-borne pollens. 


MEDICAL 


MONTHLY { Apri! 

BIBLIOGRAPHY 

Alden, Arthur M.: The Laryngoscope, September, 1934 

Brown, Grafton Tyler: Archives of Otolaryngolog 
February, 1932, and Journal of the Medical Societ 
of New Jersey, 1932. 

Franklin, Philip: Brit. Med. Jour., April 23, 1934. 

Haseltine, Burton: The Eye, Ear, Nose and Throc 
Monthly, August, 1934. 

Miller, Clifton M.: Bulletin of the Stuart Circle Hos 
pital, April, 1934. 

McMahon, Bernard J.: Annals of Otology, Rhinolog 
and Laryngology, September, 193+. 

Warwick, Harold S.: The Laryngoscope, March, 1934 

Riordan, Chas. H.: Personal conversation. 


Stuart Circle Hospital. 





WANDERING SPLEEN WITH TORSION OF ITS PEDICLE-—- 
REPORT OF A CASE.* 


J. Coteman Mot ey, M. D., F. A. C. S., 
Abingdon, Va. 


The spleen is not very firmly fixed in its normal 
position, yet it is seldom found elsewhere in the 
abdomen. When this organ does wander away from 
its proper location, it must carry its large blood sup- 
ply with it by means of a vascular cable which be- 
comes elongated as the spleen descends in the ab- 
dominal cavity. When this elongated pedicle be- 
comes rotated on its axis, an alarming abdominal 
catastrophe is produced. 

While approximately ninety-two such accidents 
have been reported in female subjects, the condi- 
tion is very rare in the male. In 1918 Petridis re- 
ported the first splenectomy for wandering spleen 
with torsion of its pedicle in a man. Pieri oper- 
ated on an Italian soldier for this condition in 1919. 
Southam, in 1921, reported the case of a six-year- 
old English boy. In 1925, John E. Sutton, Jr., 
reported the first case in America occurring in a 
This was a boy of thirteen years. From 
London, in 1927, H. A. H. Harris reported the case 
In Harris’ case, 


male. 


of a man twenty-seven vears old. 
the pedicle of the spleen was twisted and the organ 
had wedged itself so firmly in the pelvis that it 
had produced intestinal obstruction by pressure oc- 
clusion of the sigmoid colon. Eric M. Fisher, of 
Sidney, Australia, in 1930, reported a sixth case 
in a youth of sixteen years. 





~ *Read before the sixty-fifth annual meeting of the 
Medical Society of Virginia, at Alexandria, October 
9-11, 1934. 


I have recently had under my care a boy of eight 
years with this condition. As a review of the litera- 
ture reveals that only six other such cases have been 
reported in the male, and only one other (male or 
female) under ten years of age, I feel that my case 
is of sufficient interest to warrant placing it on 
record. 

E. S., a white boy of eight years, was admitted 
to the Johnston Memorial Hospital, Abingdon, Va., 
April 5, 1934; referred by Dr. Bruce Rhea, of 
Mountain City, Tenn. He complained of abdom- 
inal pain, nausea and vomiting of four days’ dura- 
His general health has been fairly good but 
He has an attack of sick 


tion. 
he has never been robust. 
headache every month or two. His appetite has 
been good, but certain foods, especially beans and 
onions, cause abdominal pain and vomiting. When 
he is hungry he frequently complains of pain in his 
stomach; this is sometimes relieved by food, and 
When he was about two years old 
His 
abdomen was universally tender and he was jaun- 
diced. 


often by soda. 
he suddenly screamed with abdominal pain. 


About two years ago he had a similar attack of 
generalized abdominal pain and tenderness and 
vomited light green fluid. 
is fifty-two pounds. 


His maximum weight 


Present Illness: Four days before admittance he 


arose in the morning feeling fine. After he had 
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ressed, his mother noticed that he was bent over 
nd he began to complain of severe abdominal pain. 
ite took some soda but immediately vomited. He 
He had 


spontaneous bowel movement that morn- 


as given castor oil; this he also vomited. 
normal, 
ig. His physician sent him some medicine that 
aight which alleviated his symptoms to some ex- 
nt. His family physician saw him on the second 
iy and gave him several enemata without relief 
On the third 
He 


would not take any food because he was afraid it 


of his abdominal pain and vomiting. 
lav he vomited less and felt a little better. 
would make his stomach hurt. On the fourth day 
his abdomen became greatly swollen and was ten- 
He con- 


der all over. Enemata were ineffectual. 


tinued to refuse nuorishment. He gagged and tried 
to vomit but nothing came up. 

Examination: The patient is an under-developed 
and under-nourished boy of eight years; lying in 
bed in fair amount of generalized abdominal pain. 


His thighs are flexed on the abdomen. 
Temperature 98.8; pulse 128; respiration 26. 
The abdomen is markedly distended but sym- 

metrical. It is very rigid and universally tender. 

The maximum tenderness is located in the right 

lower quadrant. The abdomen is silent on auscul- 

tation. 
The heart sounds are plainly audible all over the 

No tumors or masses can be palpated. 


the 


abdomen. 
Otherwise physical findings are essentially 
negative. 

White blood count 13,800 with 88 per cent poly- 
morphonuclear leucocytes. The urine was negative. 

A provisional diagnosis was made of peritonitis, 
probably due to a ruptured appendix. 

The patient was an unusually intelligent and co- 
operative boy and its was deemed best to put him 
on Fowler-Ochsner-Murphy treatment and defer 
The next morning 
the upper abdomen was a little less distended. On 
April 7th the abdomen was somewhat less distended 


He was given 500 


operation for the time being. 


but still very tender and rigid. 
c.c. of 10 per cent glucose solution with 15 units of 
On 


April 8th, the upper and left sections of the ab- 


insulin, intravenously, and a low S. S. enema. 


domen were loosening up a bit, and an indefinite 
mass could be felt, extending from a point 3 cm. to 
the left of the umbilicus across to the anterior- 
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superior spine of the right ilium. At this time opera- 
tion was advised. 

Under light gas-oxygen anesthesia and local in- 
filtration of novocaine, a low right rectus incision 
was made. The intestines were red and distended, 
and there was a considerable amount of bloody fluid 
in the peritoneal cavity. A large, solid tumor, iden- 
tified as the spleen, occupied the space between the 
umbilicus and the right anterior-superior iliac sping. 
It was attached by a long pedicle resembling the 
vas twisted on itself 


umbilical cord. The pedicle 


three complete revolutions. ‘The tail of the pancreas 
was not involved. The artery and vein were both 
thrombotic. The spleen was bluish-black in color 
and enlarged to approximately three times its nor- 
mal size. It was easily delivered through the low 
right rectus incision; the pedicle clamped, divided 
The bloody 


fluid was evacuated with a suction machine and the 


and ligated, and the spleen removed. 
incision closed without drainage. Sections of the 
spleen showed nothing of particular interest except 
enormous engorgement and scattered areas of throm- 
bosis. 

Except for moderate abdominal distention for the 
first post-operative day, the boy made a smooth and 
first 


uneventful recovery. The incision healed by 


intention. He was discharged from the hospital 
on April 22nd, or fourteen days following his opera- 
tion. On April 18th, the tenth post-operative day, 
the red blood cells were 3,400,000, hemoglobin 64 
per cent, and white blood cells 9,200 with 49 per 
cent polymorphonuclear leucoytes. 

On August 3, 1934, the boy returned to the hos- 
He looked well 
and felt well, His hemoglobin was 71 per cent; 
red blood cells 3,710,000; white blood cells 12,200. 
Polymorphonuclear leucocytes 48 per cent; small 


pital for a follow-up examination. 


mononuclear leucocytes 40 per cent; blood platelets 
215,000. The red blood cells were normal in shape 
and size. 

The underlying causes of splenoptosis are obscure. 
Some of the cases seem to be of congenital origin 
and others are acquired. ‘The fact that only one 
other case has been reported in a person under ten 
years of age lends support to my impression that 
a congenital wandering spleen is a very rare con- 
dition. It is a fact that splenoptosis occurs almost 
exclusively in females. In the reported cases in 
which the obstetrical history was given, twenty-one 
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cases have been non-parous, fifty-three have been 
parous and thirty-four have borne from two to four- 
teen children. This, probably, explains the impres- 
sion of many surgeons that the relaxed abdominal 
wall, due to repeated pregnancies, is a frequent cause 
of this conditions; yet we often see cases in which 
all of the abdominal organs are prolapsed except 
the spleen. In other cases the wandering spleen is 
the only visceroptosis present. 

While always a grave condition, the deadly na- 
ture of a twisted wandering spleen during preg- 
nancy is graphically illustrated by the mortality of 
41.7 per cent in twelve reported cases. In two, abor- 
tion occurred during the acute attack, one dying 
and one recovering. Twenty-eight cases have been 
reported who had malaria with more or less enlarge- 
ment of the spleen from that cause. On the other 
hand, we have other conditions producing spleno- 
megaly, such as Banti’s disease, leukemia and 
hemolytic jaundice, in which there is no displace- 
ment of the organ. 

Fully two-thirds of the reported cases have oc- 
curred in the second and third decades of life. In 
a fairly large number of cases violent physical ex- 
ercise or some abdominal trauma preceded the acute 
attack. In many others there was no known cause 
for the acute torsion to occur at that particular time. 

The symptoms may be either chronic, subacute 
or acute. 


About two-thirds of the cases give a history of 
abdominal symptoms antedating the acute attack. 
This consists of mild attacks of abdominal pain 
due to partial torsion of the elongated pedicle, and 
digestive symptoms due to traction on the stomach 
and pressure on the intestines. Seven cases have 
been reported in which intestinal obstruction was 
associated with the twisted spleen. The symptoms 
of an acute attack offers the picture of a grave 
abdominal disaster, with nothing conclusive point- 
ing to the spleen as a causative factor, unless the 
patient was known to have had a wandering spleen 
prior to the attack. There is violent epigastric pain 
with nausea and vomiting, rapid pulse and other 
symptoms of severe shock, and some elevation of 
temperature and leucocytosis. The abdomen is dis- 
tended and extremely tender and rigid. The loca- 
tion of the spleen is limited only by the length of 
its pedicle. It may be anywhere in the abdomen. 
In a great many of the recorded cases the spleen 
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has been located in the pelvis. In over 60 per cent 
of the female cases the organ was wedged between 
the bladder and the uterus, producing symptoms of 
bladder irritability and pelvic pressure. 

Following splenectomy, there is a temporary fall 
in red blood cells, the leucocytes quickly return to 
normal, and there is a transient lymphocytosis. In 
only two cases have increased blood platelets been 
reported. In three or four months the blood pic- 
ture usually returns to normal. 

With very few exceptions a correct diagnosis has 
not been made prior to operation. In these rare 
cases the patient was known to have had a wan- 
dering spleen before the acute attack developed. 
The many pre-operative diagnoses have included 
twisted ovarian cyst, kinked hydronephrosis, perito- 
nitis, intestinal obstruction, cysts of omentum and 
mesentery, perforated ulcer and perforative appen- 
dicitis. When a palpable tumor is present, Hart- 
man, quoted by Sutton, has suggested that the pa- 
tient be placed in Trendelenburg’s position. If the 
tumor moves upward to the left costal margin, an 
ectopic spleen should be considered in making a 
diagnosis. Absence of attachment to pelvic organs, 
if demonstrated, would exclude ovarian cysts and 
fibroid tumors. Tumors of the kidney can usually 
be ruled out by the wide mobility of the tumor and 
the absence of urinary symptoms. When perfora- 
tion of a hollow abdominal viscus is suspected, 
fluoroscopic examination, to demonstrate the pres- 
ence or absence of gas bubbles beneath the dia 
phragm, will be helpful. When the aberrant spleen 
can be palpated through the rigid abdominal wall, 
one’s fingers can usually be felt to glide over a 
distinct, firm edge or corner on the tumor. This 
will help to differentiate the condition from an in- 
flammatory mass resulting from a perforated ap- 
pendix. If a prolapsed spleen is known to be pres- 
ent, the tumor will be greatly enlarged, following 
acute torsion. 

In nearly all of the reported cases the spleen has 
been removed. Bland-Sutton and Conklin 
each reported a case in which simple detorsion and 
replacement of the organ was done. In both cases 
acute torsion recurred and splenectomy was subse- 
quently performed. Five other cases have been 
treated by detorsion and replacement, with one 
death. 
no deaths. 


have 


In three cases splenopexy was done with 
In two other cases exploration alone 


- 
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was done, one with drainage and one without; one 
died and .one recovered. In the cases treated by 


detorsion and and by splenopexy, 
classed as recovered, no follow-up report was made 
regarding the ultimate fate of the displaced organ. 


In the light of the experience of a large number of 


replacement 


surgeons, primary splenectomy seems to be the only 
rational treatment. The mortality in all the re- 
ported cases in which splenectomy was done has 
been estimated by Abell at 17.6 per cent. 

The pathology is about what one would expect 
in a strangulated abdominal viscus. ‘The first re- 
sult of torsion is occlusion of the splenic vein with 
rapid engorgement of the organ. This is followed 
by obstruction of the artery with thrombosis and 
infarction of the spleen. There is an abundance of 
serous exudate poured into the peritoneal cavity. 
This fluid is, at first, clear, and later hemorrhagic 
or cloudy. As the process progresses, if not relieved 
by operative interference, the spleen finally becomes 
gangrenous and true septic peritonitis develops. 

Among Americans, John E. Sutton, Jr., of New 
York, and Irvin Abell, of Louisville, have both 
written very comprehensive articles on this subject. 
Sutton reported the first case in a male subject in 
the United States. Abell’s article was accompanied 
by very complete statistical tables. I have quoted 
freely from both of these authors. 
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Johnston Memorial Clinic. 


DIscussION 


Dr. Motley has pre- 
His report of this 


Dr. Frank S. Jouns, Richmond: 
sented to us a very interesting case. 
rare condition, of which not more than a hundred cases 
have been recorded, is all the more interesting because 
Dr. Motley’s case is perhaps the youngest reported case, 
at least in America, of a boy of eight years of age. 

Because of the scarcity of this condition this subject 
will be hard to keep before us. It has been my oppor- 
tunity to be associated with the service of about 50,000 
patients entering the hospital and we have not seen a 
single case of wandering spleen. 

In 1908, Dr. Johnston wrote authoritatively and in- 
terestingly on this subject, appearing before the Johns 
Hopkins Medical Society of Baltimore. At that time 
he had removed more of such spleens than had any 
other American surgeon, and it is interesting to note 
that in this paper Dr. Johnston called attention to a 
wandering spleen, emphasizing the very points that Dr. 


Guy’s Hosp. Gaz., 1922, Vol. XXXII, pp. 
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Motley has emphasized: namely, that in his opinion, few 
of them are congenital and that the scarcity of such cases 
made a diagnosis almost impossible. Few men will have 
the opportunity of seeing a case of this type in a life- 
time, and for this reason there is little chance of prop- 
erly diagnosing the condition before emergency exists. 

Dr. Motley has stated that two of his cases who had 
their position corrected, that is untwisted and not re- 
moved, had to be operated on later; which confirmed his 
belief that all of them should be removed when recog- 
nized and not postponed. 

About fifteen years ago the late Dr. Willis reported 
on rupture of the spleen. He discussed the blood pic- 
ture—the cases of hemorrhage and those that had no 
hemorrhages—emphasizing the point that the blood pic- 
ture on spleens removed without hemorrhage differed 
little from the blood picture of those that had hemor- 
rhaged. Dr. Willis also considered secondary anemia an 
important factor and he stated definitely that some of 
these cases, even after successful removal of the spleen, 
probably died of secondary anemia. 

Dr. Motley is to be congratulated upon calling our 
attention to this very interesting surgical condition. We 
shall be mindful of it, to the improvement of future 
diagnoses. As he has stated, probably not more than 
two or three per cent of such cases are correctly diag- 
nosed, and those are the ones that were already known 
to have a spleen condition. It seems to me, therefore, 
that if we expect to make progress in the operative pro- 
cedure, and to reduce the mortality of wandering spleens, 
which, of course, is now too high, we must realize that 
when recognized before becoming acute, the operative 
procedure is a simple one. 

I wish to congratulate Dr. Motley on his successful 


case. 


Dr. JAMEs Hunter, Norfolk: I haven’t seen any male 
spleens, but I operated on a spleen, with the assistance 
of the late Dr. Nash, when I just started my practice. 

This lady—her husband was one of my father’s old 
customers—came from North Carolina. She was in her 
thirties. She had strained herself supposedly while pick- 
ing strawberries. I had Dr. Nash 
He had no difficulty in diagnosing the case. 

I wrote this case up, along with the result of the 
removal of the 
American Journal of the Medical Sciences, in 1905. Even 
though I wrote it in 1905, I wish everybody would get 


see her with me. 


spleen, and it was published in the 


it and read it. 
I don’t know 
It was removed with 


This particular spleen was removed. 
how many times it was twisted. 
no particular trouble except that the adhesions had to 
be broken up. 

A few months after this spleen was removed by Dr. 
Nash and myself, the late Dr. Robert L. Payne had a 
similar case which he removed in Norfolk, this being 
in 1904 or 1905. 

The only other case I have ever seen was the case 
in Dr. Pratt’s Clinic in Boston, at the Boston Dispensary, 
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wich I was asked to give an opinion. I had no 
trouble whatever in recognizing it, even though all of 
the other men disagreed with me. 


. congratulate the Doctor. In my case it was a female. 


Dr. ArTHUR S. BRINKLEY, Richmond: Dr. Motley’s 
per recalls to my mind a case of Dr. J. Shelton Hors- 
*s, with whom I 
exact, it was in the fall of 1917. 


th a diagnosis of a twisted pedicle of the spleen be- 


was associated at the time—to be 


This patient came in 


cause she was known to have had a wandering spleen 
before. 

[his woman was admitted to the hospital in a rather 
marked stage of shock, with a large mass lying in her 
left lower pelvis, and, as I said, the diagnosis had been 
with the 
promptly, and found that the blood supply had been 


made. So we went ahead operation very 


practically cut off. It was three times its normal size 
and very much congested. The pedicle was easily ac- 
cessible; it was doubly clamped, severed between the 
clamps ligated, and the spleen quickly removed. The 
patient had an uneventful recovery. 

The interesting point about this patient was the fact 
that I was able to follow the case having subsequently 
operated on her brother and mother and I saw her on 
several occasions during this time, and, since I was in- 
terested in the case, would ask her how she was getting 
along. 

She was in her twenties, and she subsequently married 
and gave birth to two or three children. 


About five years ago, around twelve o’clock one night, 
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I was called by her family physician to come to see this 
woman with him. He said he did not know what was 
wrong with her, that had an 
I examined her and told him I thought she had a 


but she acute abdomen. 
rup- 
ture of some abdominal viscus. 

She gave a history of having eaten between six and 
seven o’clock an enormous meal consisting of corned 
beef and cabbage and a lot of dessert and I don’t know 
She 
tentative diagnosis of a ruptured stomach, however, I 


I also thought there might be a possibility 


what else. was very much distended. I made a 
wasn’t sure.. 
of a perforated ulcer of the duodenum. 

She was removed to the hospital and her abdomen 
opened immediately and we found that she had a torsion 
of the stomach; in other words, it was completely twisted 
around itself. 
and there was a hole in the cardiac end of the stomach 
that one could put both fists through. 
cavity was filled with corned beef and cabbage 
other undigested food. We scooped it out the best we 
could and repaired the hole in the stomach, but she was 
in a desperate condition and died five hours later. There 
was evidence at this time of a general visceroptosis. 
This was a very unusual case and one that I was really 


The circulation was completely cut off, 


Her abdominal 
and 


able to follow over a period of several years. 

I enjoyed hearing Dr. Motley’s paper very much in- 
deed. 

Dr. JAMES HUNTER: 
weighed a pound and a half, and it was undergoing a 
It had a very thick capsule that 
with the 


This spleen that we removed 


pretty good necrosis. 


had strong adhesions abdominal wall. 





THE ROLE OF HORMONES IN THE CAUSE AND TREATMENT 
OF FUNCTIONAL UTERINE BLEEDING.” 


Howarp F. Kang, A. B., M. D., F. A. C. S., 
Washington, D. C. 


That normal function of the female organs of 
generation depends upon the proper action of endo- 
crine substances, has long been realized. Until from 
the secretions of several of the endocrine glands had 
been isolated some of their component hormones, 
the theories of glandular activity were largely specu- 
lative. Specific reactions were expected from highly 
complex bodies which we now know to be composed 
of several substances which may be mutually syner- 
gistic or antagonistic. The discovery of two or 
three active principles or hormones in each endocrine 
gland is undoubtedly only a promise of what will 


be found when these substances in turn are separated 





*Presented as part of a post graduate course in 
Female Endocrinclogy at the George Washington Uni- 
versity School of Medicine during May, 1934. 


into their elements. At present, however, research 
in endocrinology has provided theories which are 
workable and methods of treatment which are to 
a marked degree successful. 

For the completion of the normal menstrual cycle, 
four hormones must be present, must be properly 
balanced in quantity and must make their appear- 
ance in the proper sequence. 

From the anterior lobe of the pituitary gland 
come the prolans A and B, sometimes known as 
Rho I and Rho II. Physiologists differ as to 
whether there are two distinct forms of prolan or 
one substance with two actions. The belief that 
there are two distinct elements is, however, more 


commonly accepted. Through the prolans, the an- 
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terior pituitary is the stimulator or energizer of the 
ovary. The ovary produces two hormones, oestrin 
and progestin, which in turn act on the endo- 
metrium and uterine muscle. 

The function of prolan A is to stimulate the 
growth, development and maturation of the pri- 
mordial follicle up to and including the Graafian 
follicle stage. It is called the sex-stimulating hor- 
mone. 

Prolan B does not become active until the Graafian 
follicle has been formed. When the follicle rup- 
tures, it causes luteinization of theca cells, and is, 
therefore, known as the luteinizing hormone. Pro- 
lan B has a luteinizing action on the primordial 
cells, stops their development and thereby prevents 
the formation of more than the one Graafian follicle 
which is needed. Prolan B is antagonistic to pro- 
lan A at this point, but is synergistic in that by 
changing the theca into luetin cells, it completes the 
process of forming the corpus luteum. 

The ovarian follicles, during their development, 
are forming in the follicular fluid a hormone form- 
erly known as the “female sex hormone.” This 
rather general term has been supplanted by the 
names folliculin or oestrin. The latter is more com- 
monly used and will be employed in this paper. 
Oestrin causes pre-menstrual congestion, vasculari- 
zation and hypertrophy of the endometrium. It also 
has the property of stimulating contractions of the 
uterine muscle. 

With the rupture of the Graafian follicle, the 
lutein cells formed by prolan B constitute the corpus 
luteum. This structure continues to secrete a small 
amount of oestrin, but its principal function is the 
elaboration of the hormone progestin. 

Progestin is antagonistic to prolan A in that it 
aids in inhibiting the development of primordial 
follicles. It is antagonistic to oestrin in that it 
checks the process of endometrial hypertrophy and 
prevents uterine contractions. A third property of 
progestin is the sensitization and preparation of the 
endometrium for the nidation of the ovum in case 
fertilization has occurred. 

The presence of a fertilized ovum is necessary for 
the persistence of the corpus luteum. An unfertil- 
ized ovum is absorbed in three or four days. The 
consequent retrogressive changes in the corpus 
luteum stop the supply of progestin. The growth 
of the ovarian follicles has been stopped by prolan 
B and progestin, thus preventing the formation of 
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oestrin. In the absence of oestrin there is no stimu 
lation of endometrial hypertrophy, and as there i 
no longer a supply of progestin to maintain thi 
condition, the endometrium degenerates and th 
hemorrhage of menstruation occurs. 

Figure I shows diagramatically the actions, syner 
gisms and antagonisms of the hormones concerned 
in the cycle of menstruation. The hormones of th: 
posterior pituitary and the growth hormone of the 
anterior lobe are not concerned in this process and 
will be disregarded. 





Fig. I.—Prolan A goes to the primordial follicles and stimu- 


lates development. Meanwhile the follicles are sending oestrin 
to the endometrium, causing hypertrophy. Prolan B stops follic- 
ular development at the Graafian follicle stage and luteinizes the 
theca cells. Progestin from corpus luteum maintains endometrial 
hypertrophy and prevents uterine contractions until the ovum 
is absorbed. 


Figure II presents a diagram of the chronology of 
a twenty-eight day menstrual cycle. 
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Fig. Il.—After Mazer and Goldstein.—Four days of rest. Un- 
til ovulation occurs at about the 14th day, Prolan A is stimulat- 
ing the follicles to produce large amounts of oestrin, which 
causes hypertrophy of the endometrium. After ovulation Prolan 
B stimulates the formation of the corpus luteum, the secretion 
from which contains oestrin and progestin. As the corpus 
luteum develops, it secretes less oestrin and more progestin until 
the latter dominates the action. When the ovum dies, progestin 
is no longer formed, oestrin has disappeared, the endometrial 
hypertrophy is neither stimulated nor maintained and menstrua- 
tion recurs. 


The clinical problem is the recognition of hor- 
monal imbalance by signs, symptoms and labora- 
tory tests, and the supplying of such substances as 
may be lacking. 














The first general principle to recognize is that 

hormone .is only substitutive to its parent gland. 
It will not stimulate the gland which produces it. 
Prolan has no effect upon the anterior pituitary. 
When prolan insufficiency exists, however, artificial 
increase in the supply will stimulate follicular de- 
velopment in the ovary. Oestrin does not stimulate 
the follicles to increased production, but will cause 
hypertrophy of the endometrium. In order to achieve 
stimulation of an organ or gland it is necessary to 
supply the hormone secreted by the gland one step 
farther back in the chain. Hormonal deficiency 
may be temporarily remedied by supplying the hor- 
mone needed, but the action ceases when the hor- 
mone is withdrawn. 

Excessive uterine bleeding may occur as menor- 
rhagia, excessive flow at regular periods; metros- 
taxis, continued flow for weeks; epimenorrhagia, 
increased flow at shortened intervals; or metror- 
rhagia, flowing at irregular periods. 

The etiology of the bleeding varies with the sexual 
age of the patient. The excessive flow at puberty 
is probably due to the fact that the pituitary gland 
has begun to function before the ovaries have be- 
come capable of forming corpora lutea. The follicles 
are stimulated by prolan A, oestrin is formed, the 
endometrium has become vascularized, but there is 
no progestin to stop the process. Some action of 
prolan B is evident in the finding of immature fol- 
licles in the ovaries. ‘The process of development 
has been checked before luteinization could be ac- 
complished. There is present a vital gap in the 


circle of hormonal balance. 


Prolan BR 





Oestyin 


Fig. III. 


The action of oestrin is unopposed, as there is no 
corpus luteum to form progestin. 

This condition is not due to an excess of oestrin, 
as the blood test is usually negative; it is the lack 
of progestin by which the action of oestrin might be 
checked. In the comparatively few reports of opera- 
tions in this type of case the common findings were 
endometrial hyperplasia, and 


follicular cystosis 


absence of corpora lutea. 
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In the hemorrhages of mature womanhood it is 
necessary to eliminate as causes the gross pelvic ab- 
normalities, especially tumors, benign or malignant. 
In the bleeding which is definitely of functional 
origin it is customary to find follicle cysts, sometimes 
containing lutein cells; and abnormal corpora lutea, 
either cystic or otherwise deficient. Anspach and 
Hoffman found that in over one-half of these pa- 
In 16 


per cent the endometrium was atrophic, but they be- 


tients there was an endometrial hyperplasia. 


lieve that the atrophy followed a previous hyper- 
In 25 per cent the currettings showed the 
Further study 
of some of these patients showed that the cause 


plasia. 
normal pre-menstrual endometrium. 


of hemorrhage was some minor pelvic lesion which 
had been overlooked. 

The structure of the endometrium is characteristic. 
Large vessels which are usually found only in the 
Rupture of these 
Accord- 


deepest layers become superficial. 
vessels increases the amount of bleeding. 
ing to Schrode, small areas of necrosis cause open 
wounds as they slough, one after another, increas- 
ing the duration of the bleeding. The endometrial 
glands vary widely in size, large and small inter- 
mingled, to produce the “Swiss cheese” pattern of 
Novak. 

Follicle cystosis, absence or abnormality of corpora 
lutea and hyperplasia of the endometrium are, there- 
fore, the usual pathological findings in functional 
uterine bleeding of puberty and maturity. 

At the time of the menopause the ovaries and 
uterus may show the same pathology as is found 
At this time of life, how- 
ever, it is especially important to rule out the pres- 


in the younger women. 


ence of polyps, myomata, fibrosis, and malignancy. 
At the menopause it is frequently found that the 
ovaries are fibrous as well as cystic and that the 
corpora lutea, when not absent, are atrophic. 
Absence of the corpus luteum usually results in 
metrostaxis, while menorrhagia is a symptom of 
atrophic or subactive corpora lutea. Epimenorrhagia 
is due to premature rupture of the Graafian follicle 
and degeneration of the corpus luteum. This may 
be from over-stimulation of the follicle by prolan. 
In all types of functional bleeding the amount 
of oestrin in the blood is usually normal. Prolan 
is practically always decreased in the blood in cases 
of hemorrhage of adolescent and mature women. In 
climacteric hemorrhage, however, it is not uncom- 
mon to find large amounts of the anterior pituitary 
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hormone. 
with the ovarian activity, and is particularly large 


The amount of prolan varies inversely 


when the menopause has been brought on by cas- 
tration. All observers agree that whenever anterior 
pituitary hormone is found in the blood the prog- 
nosis is extremely poor. 

In the treatment of functional bleeding during 
puberty and maturity, the object sought is the pro- 
The bleeding is due to the 
excessive action of oestrin and may be controlled 


duction of progestin. 


only by providing sufficient antagonism to that hor- 
mone. 
available, and if it were, its action would be purely 
substitutive. Almost certainly would it control the 
hemorrhage, but it would be necessary to repeat the 
treatment with each period of bleeding. By stimu- 
lating the luteinization of the Graafian follicle and 
corpus luteum through the administration of the an- 


At present, progestin is not commercially 


terior pituitary hormone it is possible to produce 
sufficient progestin to stop a majority of the cases 
of functional uterine bleeding. The available prepa- 
rations of prolan contain the follicle stimulating 
oestrin-producing hormone as well as the luteinizing 
principle, but prolan B is present in quantities 
sufficient to dominate the action. 

Novak, Mazer and Goldstein and others feel that 
“the administration of the anterior pituitary sex 
hormone is almost a specific in the treatment of 
functional bleeding of puberty and maturity.” 

The amount of prolan obtainable from pituitary 
gland tissue is far too small for it to be therapeutic- 
ally available. Large amounts, however, are to be 
found in the urine of pregnant women, and this is 
the source of the commercial preparations. 

Among the standardized products of anterior 
pituitary sex hormone are: 

Prolan powder, 100 rat units per c.c. 

Follutein, 40-50 mouse units per c.c. 

Antuitrin S, 100 rat units per c.c. 

The powder deteriorates more quickly than the 
solutions; folluetin is in rather small dosage. Antui- 
trin S is probably the most practical of these solu- 
tions, as 100 R. U. daily is a moderate dose. No 
preparation of anterior pituitary has been effective 
when given orally. 

Transfusion of the blood of pregnant women is 
a possible source of prolan, but is an impractical 
method of treatment, as it would be difficult to se- 
cure a sufficiently large supply. 

While the standardized commercial preparations 
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are most readily available, it is much more econom 
cal to employ the whole urine from pregnant wome 
Urine from patients known to be free from syphil 
and tuberculosis may be sterilized in a Berkefe 
filter and given intramuscularly in 20 c.c. dos 
As the prolan content rises rapidly during the fir 
five months and drops as quickly, the end of tl 
fifth month is ‘the time at which the largest amoui 
of prolan is present. Oestrin, however, is also pres- 
ent, and at the fifth month the amount almost equa! 
that of prolan. To secure the maximum amount 
prolan with the least oestrin, urine from a patient 
in the second and third months should be utilized. 
M.U. Per 
Litre, 
ll,ooo L 


“Preqnaney. 
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Fiz. I1V.—-After Mazer and Goldstein. 





Irradiation of the pituitary and ovaries is a 
method of treatment which gives much better clini- 
cal results than are to be expected from the theory 
of X-ray action. The roentgenologists believe that 
X-ray stimulation of tissue is impossble, that only 
destruction can be accomplished. It may be that 
fact re- 
pituitary 


the rays destroy inhibiting tissue, but the 
mains that low dosage irradiation of the 
gland is frequently followed by marked 
of follicular activity. In cases of uterine 
due to fibrotic changes in the ovary, irradiation of 
the ovaries themselves is sometimes beneficial. 


evidence 


bleeding 


Oestrin, of course, is contra-indicated in treat- 
The 


bleeding is the result of excessive or unopposed 


ing the hemorrhages of puberty and maturity. 


oestrin action. 

The thyroid, while not primarily associated with 
sexual function, to some degree affects the action 
of all other endocrine glands. In cases such as 
those under discussion, it has been found that even 
though the basal metabolic rate may be normal, 
small doses of thyroid are usually beneficial. One- 
half grain of desiccated thyroid three times a day 
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ems to be sufficient to augment the effect of the 
vecial hormone being used. 

In the treatment of menopausal hemorrhages, 
The bleed- 


ig is due to the absence of corpora lutea or their 


rganotherapy is of very little value. 


\ability to produce progestin in quantities sufficient 
When the blood 


s negative for prolan it is sometimes possible to 


‘9 counteract the action of oestrin. 


accomplish some improvement by the substitutive 
use of corpus luteum, but when the anterior pitui- 
tary sex hormone is found in the blood, operation, 
radium or X-ray castration is the only method of 
treatment which promises any relief. 
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FRACTIONAL STERILIZATION BY HEAT IN CORNEAL 
ULCERATION.* 


NEILSON H. Turner, M. D., 
Richmond, Va. 


Associate in Ophthalmology, 


Medical College of Virginia 


Fractional sterilization by heat in corneal ulcera- 
tion has been successfully used for some years. 
Weekers, in 1910, reported a series of eleven cases, 
treated by using the red-hot cautery held, for from 
corneal 


five to six minutes, close to the affected 


area, but not in actual contact. Usually two or 
three applications at appropriate intervals were suff- 
cient. Bourgeosis and Rozet employed the hot air 
douche; the stream of air, at a temperature of from 
sixty to seventy degrees Centigrade, forced against 
the involved section, was well borne and followed 
by improvement. In this country, Prince was the 
first to direct attention to the value of pasteuriza- 
tion, as he called it, and to develop a satisfactory 
metal ball 


on the end of a rod, heated to about 160 degrees F., 


technique. The lids being separated, a 
was held close to and moved slowly over the ulcer 
(but not allowed to touch it) for one minute, re- 
Good results 
were apparent after about the third day. In this 
section of the country it was first used by Dr. J. A. 


White. 


*Read before the Richmond Society of Oto-laryngology 
and Ophthalmology, on March 11, 1935. 


peated three times at each seance. 





Instruments, electrical and otherwise, including 
W. E. Shahan’s thermophore, have been devised for 
this purpose, but none are more efficient than Prince’s 
bulb, a metal, cone-shaped affair with a rounded 
base, attached to the end of a handle for the opera- 
tor. It should be held in a hot flame, such as the 
Bunsen burner produces, until it reaches an almost 
With the eyelids held apart by the 
index finger and the thumb of one hand, or by an 


held by 


should be brought to within from one-fourth to one- 


white-heat. 


assistant, the hot bulb, the other hand, 


eighth of an inch of and moved slowly over the 
ulcer until the redness of the instrument produced 
by the heat disappears (from about thirty to forty 
seconds). ‘This should be done two or three times 
at a sitting. 

As to how often it should be used, depends on the 
case. In simple ulcer of the cornea from one to 
three seances are sufficient. The more severe forms, 
such as the serpiginous, the marginal, the infected 
and the deep, require daily applications until the 
healing process is definitely established, as indi- 


cated by the lessening of the inflammatory signs and 
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the appearance of the beginning of regeneration of 
the destroyed tissue. Then it should be repeated 
from every second to every third or fourth day un- 
til the eye is quiet and the corneal surface has re- 
formed. If uncertain, a drop of 2 per cent solu- 
tion of fluorescein or of 1 or 2 per cent mercuro- 
chrome in distilled water, instilled in the eye, will 
reveal any break in the anterior layer. 

The temperature at this distance from the metal 
bulb varies from 160 to 180 degrees F., high enough 
to kill or render much less active the bacteria, such 
as the pneumococcus, the staphylococcus aureus, the 
Koch-Weeks bacillus, bacillus pyocyaneus, the strep- 
tococcus and the gonococcus, which are usually the 
etiological factors in these cases. The congestion 
produced also promotes healing. While bacterial 
virulence is destroyed or much reduced by this 
method, other local and general measures are not 
to be over-looked and should be used when indi- 
cated. 

Mydriatics (atropine as a rule) and miotics, if 
there is no contra-indication, should be employed 
as the necessity arises. If there be a purulent or 
muco-purulent exudate, a saturated boric acid solu- 
tion or other suitable antiseptic collyria should be 
used. For the discomfort, which is very annoying 
at times, a 1 or 2 per cent solution of holocain or 
a one-half of 1 per cent aqueous preparation of pan- 
tocain is effective. As these two drugs have a very 
low toxicity, exert no influence upon the corneal 
epithelium and have no cycloplegic action, they can 
be used at any age at any time. Dionin is im- 
portant because of its lymphagogue action. Mer- 
curochrome, because of its germicidal properties, 
and White’s ointment, possessing these qualities and 
also producing a soothing effect, are useful. Ethyl- 
hydrocuprein, properly used, is of value in pneumo- 
coccus ulceration. Hot, wet fomentations over the 
closed eyelids bring comfort and by producing con- 
gestion promote healing. Any foreign body im- 
bedded in the cornea should be removed at the first 
visit. Local anesthesia preliminary to this removal 
or to applying the heat by Prince’s bulb is amply 
and safely produced by the instillation of holocain 
or pantocain in the concentration mentioned above. 

If destruction of the corneal substance has pene- 
trated as deeply as Decemet’s membrane, and there 
is any bulging forward of this structure, a para- 
centesis should be done and repeated often enough 
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to prevent a return to normal tension until healin 
has advanced sufficiently to insure against the pos 
sibility of a rupture. This procedure does not in- 
terfere with the application of heat as outlined above. 

Cauterization was not necessary in any instanc 
in which the heat was applied, as early improve- 
ment was the rule, and the patients were spared 
the accompanying and subsequent discomfort oc 
casioned by its application. 

In those cases in which there is no purulent or 
muco-purulent secretion and in which there is con- 
siderable discomfort, a pressure bandage, properly 
applied, wilt protect the eye and add to the pa- 
tient’s comfort, as a rule, but a well-fitting eye- 
shade, such as Oppenheim’s, that bulges forward 
at the center is to be preferred. It not only will 
protect the eye from atmospheric agents, such as the 
wind and the dust, but also from the annoying ef- 
fects of artificial as well as natural light, and will 
allow access for medication. 

Any condition affecting the patient’s general phy- 
sical well-being, whether it be a focus of infection 
at the root of a tooth or at the roots of teeth, in the 
tonsils, in the nasal accessory sinuses, in the ap- 
pendix, in the gall-bladder, in the pelvis of the 
kidney or elsewhere, as well as diabetes, syphilis 
and tuberculosis should receive appropriate atten- 
tion, so as to improve the subject’s resistance, thereby 
aiding in recovery. 

The cases listed below, selected from among many 
over a period of about ten years, include only the 
more serious types and are all in adults except 
two, one of which was gonorrheal in origin. They 
illustrate the uniformly good results obtained. 

Case 1.—C. W., white, female, thirteen months 
old. This young child had contracted a gonorrheal 
ophthalmia through the carelessness of her colored 
nurse, who had a vaginal gonorrhea. She had been 
under treatment at her home in Petersburg, Va., 
but when she developed a corneal complication she 
was referred to our office. The trouble had existed 
for one week before she was seen on March 3, 1923. 
She had a purulent ophthalmia with central ulcera- 
tion of the left cornea. There was also a gonorrheal 
conjunctivitis in the right eye. Dionin, argyrol, 
atropine and saturated boric acid irrigations were 
prescribed. Prince’s red-hot bulb was used over the 
ulcerated area and over the everted palpebral con- 
junctiva daily, excepting the 6th, the 8th and the 
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4th, to and including March 15th. Improvement 
vas apparent after the second day and was pro- 
By the 15th both eves were well and com- 
Because of the opacity remaining in the 


cressive. 
ortable. 
left cornea, the dionin and the hot applications 
were continued, and she was seen at intervals vary- 
ing from two to three weeks, 1923. 
Gradual absorption of the scar resulted, and when 
she was seen again in April, 1926, only a very small 


until July 23, 


opaque area, which was noticeable on close inspec- 
tion, remained. 

Case 2.—Mr. J. R. J., fifty-seven years old, a 
railroad engineer, was first seen on August 21, 1926. 
Two days prior to this time, while at work, a cin- 
der flew into his right eye. The company’s gen- 
eral practitioner removed the foreign body and gave 
him a solution of cocaine to use for the discomfort. 
The repeated use of the cocaine solution had stripped 
the cornea of practically all of its epithelium and 
there was infiltration of the anterior layers. There 
was a suppurative keratitis with a muco-purulent 
It is needless to state that his suffering 
was intense, “The eye feeling as if there were some- 


exudate. 


thing sticking in it,’ was the way he expressed it. 
The 


intra-ocular tension by tactile manipulation was 


A smear showed the presence of staphylococci. 


normal. Warm boric acid irrigations, mercuro- 
chrome, holocain, atropine and hot fomentations 
On August 26th, 5,000 units of diph- 


theria anti-toxin were given to him, with no benefi- 


were used. 


It was necessary to give him 
On September tst, I 


did a paracentesis of the cornea to prevent a rup- 


cial effect resulting. 
morphine for the discomfort. 


ture and to reduce the pressure against the pos- 
terior surface of the lids. 
until the seventh. The heat was applied daily 
with Prince’s bulb, except for the time that he 
was in the hospital (from September 1st to the 7th, 


This was repeated daily 


inclusive), until September 30th, then for every 
two to four days up to the 29th of December, and 
from this time to the 19th of January, 1927, every 
four to ten days. On September 11th with a les- 
sening of the congestion and the cornea beginning 
to clear at the limbus there were definite indications 
of decided improvement. Dionin was ordered at this 
time and was used alternate weeks for over a year 
to help absorb the rather dense cloud. The eye con- 
tinued to improve and on the 19th of January, 1927, 
the vision was 15/200, a very gratifying change 
from the light perception only which he had at 
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his first visit. He was seen again on October 20, 
1927, at which time his vision had improved to 
20/70. In January, 1935, when he came to con- 
sult about another trouble his vision in the right 
eye had improved to 20/40-. The corneal cloud 
remaining extended from the pupillary space down- 
ward, was about three or four m.m. wide, and had 
shown a gradual decrease in size and in density. 

Case 3.—Mr. J. P., white, thirty-one years of 
age, water works employee, was seen on October 2, 
1926. He had an extensive ulceration with dense 
infiltration of the adjacent tissue, involving about 
two-thirds of the right corneal surface. He had 
been under treatment for this condition in Peters- 
burg, Va., and had been given 5,000 units of diph- 
theria antitoxin, but no apparent improvement had 
resulted. He was given 1 per cent holocain, atro- 
pine, mercurochrome, White’s ointment, and later 
dionin, to use; told to make hot, wet applications, 
and to wear an eye-shade. Prince’s bulb was used 
daily from the 2nd to the 9th, and every other day 
from this time to the 18th, by which date the in- 
flammatory trouble had disappeared and the area 
had ephithelialized over. On the 25th he was seen 
again. At this time the eye was perfectly comfort- 
able and the moderate scarring somewhat less dense. 
The dionin and hot applications were continued and 
he was seen about once a week until November 29th, 
when only a slight corneal cloud remained. 

Case 4.—Miss M. W., white, sixteen vears of age, 
1927. She had 
ulceration of the right cornea near the limbus at 


student, was first seen on June 3, 


about from seven to nine o'clock, and blepharitis. 
Atropine, mercurochrome, White’s ointment and hot 
fomentations were ordered. Prince’s bulb was used 
every third day until July 6th, and then at five-day 
Improvement 
By the 28th 


she was comfortable, and the yellow oxide of mer- 


intervals for two more applications. 
was apparent after the second visit. 


cury ointment was prescribed for the blepharitis. 
She was discharged as cured on July 19th, at which 
time she had a small macula at the site of the ulcera- 
tion. 

Case 5.—Mr. C. E. L., white, fifty-nine years 
of age, railroad employee, while on duty on August 
21, 1927, a foreign body flew into his right eye. 
It had been troubling him since that time. He 
was first seen on September ist. A foreign body 
was removed from an infected, deeply ulcerated area 
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in the right cornea. The tension was normal. 
Atropine was instilled, and mercurochreme, White’s 
ointment and hot applications were ordered. Prince’s 
bulb was used on September Ist, 2nd, 3rd, 5th, 
6th, and 8th. By the 8th he was well and was 
discharged. 

Case 6.—Mr. W. G. A., white, thirty-five years 
old, police officer, came on February 1, 1928, to 
see about his right eye which had been troubling 
him for about two weeks. He had a corneal ulcera- 
tion of the indolent type, with a smooth, depressed 
area, no congestion, very slight infiltration, no 
lachrymation and very little photophobia, but oc- 
casionally the feeling of a foreign body in the eye. 
Dionin, yellow oxide of mercury ointment, 1 per 
cent, and hot applications were ordered. Prince’s 
bulb was used on the Ist, 3rd, 7th, 10th, 17th, 
and the 27th. By March 8th, when he was last seen, 
the facet had disappeared and the eye was normal 
in appearance and perfectly comfortable. 

Case 7.—Miss J. W., white, forty-five years of 
age, school teacher, came on February 8, 1928, com- 
plaining that her left eye was inflamed and uncom- 
Two days previously a friend had re- 
She had a 


fortable. 
moved a foreign body from the eye. 
well-developed infected ulcer below the center of 
the cornea. The iris was not involved. Mercuro- 
chrome and White’s ointment were prescribed and 
Prince’s bulb was used daily for four days and then 
on the 13th and the 15th, when she was discharged 
as cured. 

Case 8.—Mr. A. J., white, sixty-three, county 
employee, walked into a young tree on April 23, 
1928, a twig of which struck him in his right eve. He 
was first seen on April 25th, with an infected ulcer 
and a complicating iritis of the right eye. He was 
given mercurochrome, atropine, White’s ointment, 
holocain, and advised to use hot fomentations and 
to wear a suitable eye-shade. Prince’s bulb was 
employed daily for four days and then every other 
day until May 14th. 
28th. Improvement, manifest after the 
second visit, continued progressively until he was 
discharged on the 28th with the ulcer healed, the 
eye quiet and comfortable, and a small corneal 


It was repeated on the 18th 
and the 


macula remaining. 
Case 9.—Mr. W. R. B., white, age twenty-five, 
railroad employee. On June 24, 1928, a foreign 


body became imbedded in his left cornea. Four 
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days later he came to the office with an infecte 
ulcer near the lower corneal border. ‘The iris wa 
free and normal in appearance. Dionin, mercuro 
chrome, White’s ointment and hot applications wer 
prescribed. Prince’s bulb was used daily for eigh 
days, and then every other day until July 12th, and 
repeated on the 17th. He was more comfortabl 
on the third day and continued to become more s\ 
until the involved area had recovered completely 
On the 17th he was well, but, because of the slight 
scar remaining, made an occasional visit until 
August 10th, at which time the cornea was normal 
in appearance. 

Case 10.—Mr. S. W. M., white, forty-three years 
of age, accountant, was first seen on January 21, 
1929. His left eye had been troubling him for over 
two weeks, during which time he had been unsuc- 
cessful in securing relief. ‘The ulcerated area, about 
four m.m. in diameter, extended from the center 
of the cornea upward and outward. He was given 
dionin, White’s ointment, and holocain to use at 
home, and also advised to make hot applications 
The intraocular tension 
was normal and he had a complicating iritis. Atro- 
pine was instilled often enough to keep the pupil 
well dilated. Prince’s bulb was used daily until 
February 2nd, then every other day until February 
17th, and about once a week from that date until 
the end of March. 
gan to subside early and continued to do so until, 


over the closed eyelids. 


The inflammatory trouble be- 


by February 17th, the eye was quiet and comfort- 
The 
dionin and hot applications were continued, and 


able. A moderately dense scar remained. 
when he was last seen, in June, 1931, there was 
only a very small, thin corneal cloud above and 
to the outer side of the pupil. 

Case 11.—Mr. C. C. M., Jr., white, twenty-seven 
years of age, railroad clerk, consulted me on March 
2, 1929. His left eye had been troubling him for 
about two months. During this time, although he 
had been under treatment, he had apparently be- 
come worse. He had a vascular keratitis with de- 
struction of nearly all of the corneal epithelium, 
and a complicating iritis—a very irritable and an 
extremely uncomfortable eye. Dionin, atropine, 
White’s ointment, and hot, wet fomentations were 
ordered. Prince’s bulb was used at intervals of 
three and four days until June Sth, after which it 


was applied once weekly until July 21st. Improve- 














m nt, which was manifest after the first two visits, 
continued, and by June 5th he was comfortable, 
except when in a very bright light there was some 
photophobia. There was an evenly distributed cloud 
On July 21st 
there was no photophobia and the opacity was much 
In May, 1934, he consulted me about 


throughout the whole corneal surface. 


thinner. 
a traumatic conjunctivitis. At this time the cornea 
appeared normal, but with the corneal microscope 
or a plus twenty D. lens in the ophthalmoscope the 
vessel remains could be seen. 

Case 12.—Mr. S. L., white, thirty-seven, mer- 
chant, an old trachoma case with the usual relaps- 
ing corneal involvement from time to time, appeared 
at the office on January 24, 1931, with ulceration 
He had a 
Dionin, ‘atropine, White’s oint- 


of the upper-third of his left cornea. 
complicating iritis. 
ment, holocain, and hot applications were ordered. 
Prince’s bulb was used daily until January 30th, 
every other day until February 7th, and every three 
The 


The eye was 


to six days from this time to February 28th. 
last application was on March 14th. 
considerably better after the fourth visit, and con- 
By February 28th 


He was advised 


tinued to progressively improve. 
it had healed, leaving 


to continue the dionin 


an opacity. 
and the hot fomentations. In 
March, 1932, when he came to consult about a stric- 
ture of the left lachrymal duct, the cornea was clear. 

Case 13.—Mrs. W. E. D., white, twenty-eight, 
Both eyes had 
She had 


been under the care of different ophthalmologists 


came to the office on April 25, 1931. 


been giving her trouble for about one vear. 


from time to time without any noticeable improve- 
ment. Her trouble was a vascular keratitis with a 
destruction of the epithelium over a considerable 
portion of each cornea, the right one being the worse 
Both eyes were very irritable, with marked photo- 
phobia and lachrymation. Dionin, White’s oint- 
ment, atropine, and hot applications were ordered. 
Prince’s bulb was applied every three to four days 
until May 16th, and then at intervals of from one 
to over two weeks until July 18th, at which time 
she was discharged, both eyes having fully recovered. 

Case 14.—A. M. H., colored, female, thirty- 


2? 


ah, 


seven, married, came to the office on February 
1932, referred by her cousin. She had been under 
the care of two very competent and well-known 
ophthalmologists, who, because of the apparently 


hopeless condition of her left eye, had advised her 
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to have the eye enucleated. Her trouble was a mar- 
ginal ulceration, extending from about two o’clock 
around to about nine, with two narrow bridges of 
healthy corneal tissue at about four and seven o’clock. 
Decemet’s membrane was exposed throughcut nearly 
the whole of the involved area, and the prognosis 
appeared grave. There was a moderate infiltration 
of the adjacent corneal tissue. After proper prepa- 
ration a paracentesis was done, and repeated dail) 
to keep the intraocular tension below normal until 
healing had advanced sufficiently to prevent a rup- 
ture. Mercurochrome and White’s ointment were 
applied every day. Recovery began within a few 
days and continued, so that on February 29th the 
lowering of the intraocular tension was no longer 
necessary; and on March 16th, after receiving daily 
applications of heat by means of Prince’s bulb, she 
re- 
On 


the 


was so much improved that she was allowed to 
turn to her home, sixty miles from Richmond. 
March 23rd she was seen for the last time, and 
eye had completely recovered, was comfortable, and 
was normal in appearance. 

Case 15.—Mr. R. D. W., white, fifty-two years 
of age, merchant, was first seen on March 12, 1934. 
For several days his left eye had been running wa- 
ter, was sensitive to light, and at times felt as if it 
The ulcer, about one-quarter 
of the 


the infected type, 


had something in it. 
of an inch in diameter, at the nasal side 
cornea near the limbus, was of 
with infiltration of the adjacent tissue, and had pene- 
trated the superficial layers. Prince’s bulb was used 
every day or two until the 26th. Recovery began 
early and continued so that on the 26th, when he 
was discharged, only a very small and thin opacity 
remained. 

Case 16.—Mr. B. A. H., white, sixty-two, married, 
city employee, came to the office on March 22, 1934, 
with an infected ulcer about three-sixteenths of an 
inch in diameter, involving the center of his left 
White’s 


ointment, atropine and hot applications were pre- 


cornea. This eye was aphakic. Dionin, 


scribed. Prince’s bulb was used daily until the 
24th, from this date to April 11th it was used every 
other day, and then every six days until the 28th. 
He was more comfortable after the second visit, 
and continued to rapid recovery. On the 28th only 
a thin corneal cloud remained, and the eye was well 
and comfortable. 

The above series of cases clearly demonstrates 
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that fractional sterilization by using Prince’s bulb 
or other similar apparatus, properly applied, is a 
safe procedure; that it is non-destructive to the cor- 
neal tissue; that it obviates the necessity for cau- 
terization; that it kills or lowers bacterial activity 
so that their destructive influences soon cease and 
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the process of repair appears; that in some /}- 
stances, apparently hopelessly appearing eyes my 
be saved when it is combined with other indicat d 
procedures; and that it produces highly success: (| 
and gratifying results. 

200 East Franklin Street. 





PATHOLOGICAL LESIONS CORRECTLY DIAGNOSED BY 
ROENTGENOLOGIC METHODS AND LATER 
MISSED AT SURGICAL EXPLORATION.* 


CLAupDE Moore, M. D., 
Washington, D. C. 


Roentgenology is the latest branch of medical 
diagnosis. Although the roentgen ray has been 
used in determining the cause, nature, and extent 
of disease for over a third of a century, its full pos- 
sibilities are still too little appreciated by the pro- 
fession as a whole. This is particularly true of 
those physicians not in group practice or connected 
with a hospital or a clinic. The family physicians 
and practitioners of general medicine often do not 
know either the roentgenologic ability or the limita- 
tion of the radiologist. This is partly the fault 
of the medical school in not teaching the student 
more about this latest branch of medicine. Often 
the head of the department of radiology is some 
young energetic man, thoroughly trained in his field, 
but lacking the grey hairs and the professorial look 
of the other members of the faculty, and, therefore, 
not given the rank that he deserves nor the oppor- 
tunity to present his subject to the extent that it is 
being used in the better hospitals and clinics. Un- 
doubtedly, in some medical schools this is due to 
jealousy of the older members of the faculty toward 
a field that has made such immense strides in the 
last dozen years. 

Some medical schools still have no regular course 
of instruction in radiology, and in many others the 
subject is a minor elective. Unless the present young 
graduate secures an internship in a rather large 
hospital, or in a hospital with an attending staff of 
leaders in medicine, he may start his own office with 
a very inadequate knowledge of the help he can 
secure in his practice from a competent radiologist. 





*Read at the sixty-fifth annual meeting of the Medical 
Society of Virginia in Alexandria, October 9-11, 1934. 


Anyone reading the title of this discussion might 
think that the writer has a fight with the surgeon 
To the contrary, he has the greatest admiration and 
respect for the surgeon, but he is not completely in 
sympathy with the incompetent type of surgeon. 
Radiologists and surgeons both make their mistakes 
and, when both are competent, each is sympathetic 
with the other. Each can learn from the other, but 
it is difficult for the untrained surgeon to take ad- 
vice, particularly from the “X-ray man” as he is 
considered. The best surgeons are always asso- 
ciated with competent roentgenologists, and are 
learning the value of their ability, particularly in 
recent years, in roentgenoscopic examination. 

A hypothetical case might be mentioned. The 
roentgenologist will make a diagnosis of an ulcer 
of the duodenum in a patient with indefinite di- 
It is decided to explore the 

The surgeon examines the 


gestive symptoms. 

abdomen, surgically. 
peritoneal surface of the duodenum, only about 
one-half to two-thirds of its circumference, and de- 
cides that his organ is normal, then does a cholecys- 
tectomy or some other necessary or unnecessary pro- 
cedure, and tells the referring physician or the 
medical division that the patient did not have a 
duodenal ulcer. Had he opened and inspected the 
mucosa of the duodenum, he probably would have 
been surprised. Judd will not say that the diag- 
nostic and radiologic sections in their clinic are 
wrong in ulcers of the stomach and of the duodenum 
until after he has opened the viscus and inspected 
the mucosa. Peptic ulcers frequently cause no 
pathologic change other than a soft complete erosion 
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© the mucosa. Ulcers of the duodenum are almost 
uiversally on the anterior or posterior walls of the 
o: gan, and there is more than a 50 per cent chance 
oi the operator not finding the lesion by palpation 
when it is on the posterior wall. 

\ few years ago, while reviewing some case his- 
tories in a large diagnostic clinic, the writer saw 
a diagnosis of carcinoma of the stomach, made by 
the radiologic department, and that the lesion was 
operable. This case was explored by a surgeon of 
international reputation, and he described a large 
prepyloric mass, deciding that the condition was 
all inflammatory, and did a large posterior gastro- 
enterostomy. Three months later the patient re- 
turned for a re-examination and check up, but was 
in much worse general health. The roentgenologic 
report then was, carcinoma of the stomach, inoper- 
able, and the patient died two months later of his 
malignant condition. If a surgeon of such experi- 
ence could be mistaken, what right has the average 
operator in making a diagnosis of vital importance 
contrary to the roentgenologist by abdominal in- 
cision, inspection, and palpation. Immediate biopsy 
by frozen section, while the surgeon waits, is the 
correct procedure. Only by the above described 
procedures will the present competent radiologist 
admit that he is wrong. Occasionally, then, time 
will show that the pathologist was mistaken. 

It is difficult to secure post-mortem examinations 
except in well-organized clinics and hospitals. For 
that reason it is difficult to secure proof of an in- 
correct surgical, exploratory diagnosis. Many in- 
ternists are aware of the number of post-operative 
cases that continue with the same symptoms and diffi- 
culties. The surgeon may say that the condition 
is functional, and the roentgenologist may say it is 
organic, while the family physician is left to worry 
with a miserable patient. 

Case 1—A male, age 57, was admitted to the 
hospital complaining of indigestion, pain, nausea, 
and some intermittent vomiting. Roentgenoscopic 
examination showed a large perforating gastric ulcer 
in the middle of the lesser curvature of the stomach. 
Ten days later the patient was again examined, 
and the ulcer was plainly and definitely seen on the 
The 


ulcer crater was demonstrated to the X-ray tech- 


fluoroscopic screen and on a series of films. 


nician and some medical students in the dark room. 
A few days later the patient was operated on by 
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two very competent surgeons, in the surgical clinic 
before the senior class of the medical school. Some- 
what to the radiologist’s embarrassment, no ulcer 
could be found, and the stomach was demonstrated 
The patient did not im- 


prove, and a few weeks later, because of a cough, 


to the students as normal. 


the chest was examined, roentgenologically, and a 
definite diagnosis of moderately advanced pulmonary 
tuberculosis with cavitation was made. The clin- 
icians doubted this, but a short time later tubercle 
bacilli were found in the sputum. The patient died, 
and a complete autopsy was done. There was a 
large perforating gastric ulcer, about 3 cm. long and 
1.5 cm. in diameter on the lesser curvature of the 
stomach and into the liver. It had been missed 
in between the two folds of peri- 
lining the 

The patient had advanced bi-lateral pul- 


because it was 
toneum each side of gastro-hepatic 
omentum. 
monary tuberculosis with cavitation. 

Case 2.—A male, age 54, had had chronic diges- 
tive disturbances for several months with marked 
vomiting. A roentgenologic examination was done, 
and a diagnosis made of ulcerating carcinoma of 
the stomach with considerable gastric obstruction. 
Abdominal exploration was done. There was a 
large mass obstructing the pylorus and many en- 
larged glands in this area. A posterior gastro- 
enterostomy was done to relieve the obstruction and 
glands were removed for biopsy. The glands were 
reported by the pathologist to be inflammatory with 
no evidence of malignancy. The posterior gastro- 
enterostomy functioned very poorly, and vomiting 
continued. The writer re-examined the patient, 
roentgenologically, and gave the same written opin- 
ion, ulcerating malignancy at the pylorous, with 
gastric obstruction. Another surgeon went in and 
enlarged the gastro-enterostomy, and would not agree 
that the patient had a cancer of the stomach. Vomit- 
ing continued, roentgenoscopic examination showed 
the posterior gastro-enterostomy still to be non- 
functioning, and the patient was again operated on. 
The surgeon would not agree that there was a malig- 
nancy and did an anterior gastro-enterostomy. The 
patient died, and autopsy by the pathologist showed 
a small carcinoma in the pyloric ring. This case 
was handled by the best surgeons in Washington, 
and they are not to be criticised, except their lack 
of faith in a roentgenologic diagnosis. 


Case 3.—A male, age 46, had pain and nausea, 
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with persistent vomiting. Roentgenologic examina- 
tion showed almost complete obstruction of the first 
portion of the duodenum, due to an old duodenal 
ulcer. There was marked dilatation of the stomach. 
At the same time, a definite crater, about the size 
of a small coin, was seen on the postericr wall of 
the stomach, slightly closer to the lesser curvature. 
This ulcer was demonstrated in the dark room to 
several visitors, and was seen in the fluoroscopic 
screen and in a number of films in different posi- 
The 


patient was operated on, and the obstruction and an 


tions, over a period of twenty-four hours. 
old duodenal ulcer were found. ‘The surgeon could 
not find any gastric ulcer. He did a large posterior 
gastro-enterostomy. The patient left the hospital 
improved, and he has been lost track of. This very 
prominent and competent surgeon said that he could 
not find the gastric ulcer, but freely admitted that 
The 


presence or absence of the gastric ulcer did not 


this was no reason that the ulcer did not exist. 


change the type of operation nor the post-operative 
treatment, except to watch further to see that the 
gastric ulcer was not an ulcerating malignancy. 


We are now trying to trace the patient. 


‘actually inspected. 


[Apr ! 


CONCLUSIONS 

The above discussion has limited itself to 1 
gastro-intestinal tract, but the same feeling appli s 
equally as well to other organs, such as the kidney, 
the uterus, or the gall bladder. Last month w 
writer read a paper before the American Roentg 
Ray Society on the roentgenologic diagnosis of ga | 
bladder tumors. 
the surgeon have made the diagnosis until after t!. 


In none of the cases reported could 


gall bladder had been removed and the mucos. 
Too frequently, in the past, 


‘after a surgical exploration, the operator has mad: 


the statement that a condition, diagnosed by the 
radiologist, did not exist, later to find, sometimes at 
autopsy, that he was wrong. 

815 Connecticut Avenue. 


Discussion 


Dr. WRIGHT CLARKSON, Dr. 


work in the field of roentgenology is quite outstand- 


Petersburg: Moore's 
ing, and I think we should carefully consider the facts 
he has presented to us, realizing, of course, that those 
of us making regular roentgen examinations make mis- 
takes as well as the In fact, 
lesson to be learned from this valuable paper is that 


surgeons. the greatest 
radiologists, surgeons, pathologists, and all of us, make 
mistakes, and we should carefully and regularly con- 
sult with each other with a hope of ascertaining the 
facts in every case, as far as practicable. 





SOME PROBLEMS OF THE INDUSTRIAL PHYSICIAN.* 


H. T. Hawxrns, M. D., 


Waynesboro, Va. 


In presenting this paper I am aware of the fact 
that there is nothing new or scientific in its con- 
tents. 
and surgery in general, the physician frequently is 
not dealing with those frankly sick. The physical 
examination conducted in industrial work is intended 
to determine for what type of work the given in- 
dividual is best suited; in other words, to prevent 
getting square pegs into round holes. ‘The indivi- 
duals to be examined are either well or think they 
are well, or are trying to make the examiner believe 
they are in perfect health, whereas, the individual 
who consults his doctor is either sick or thinks he 
is. It is really astonishing at times to see the gross 


In industrial work, as compared to medicine 





*Address of President, before the Augusta County 
Medical Association. 


and evident pathology in people who claim to be in 
perfect health, never having lost a day from sick- 
Be- 
lieving that some of our experiences might prove to 
be of interest, a brief summary of some of the things 
encountered in industrial work will be set forth. 


ness and never having consulted a physician. 


Probably the most notable single condition, and 
one to me very puzzling, is the incidence of cir- 
culatory hypertension in young individuals who pre- 
sent no other demonstrable findings or symptoms. 
These cases are common and upon repeated exami- 
nation will show blood pressure ranging from 160 
to 190 systolic and from 90 to 100 diastolic, with 
rapid pulse rates usually. This occurs in both male 
and female applicants, ranging in age from eighteen 




















t. twenty-two. Sometimes this causes one to won- 
der what the explanation of these conditions can be. 
In most of these cases Wassermann and Kahn tests 

yw negative, thus eliminating syphilis as the un- 
derlying cause. Urinalysis reveals no trouble in the 
kidney, and history of occupation, past health, etc., 


row no light on the cause. After careful read- 


¢ of all literature to which access could be had 
on the subject, just one article setting forth a similar 
experience could be found. This appeared in the 
Journal of the American Medical Association, in an 
abstract of an article written by a physician in 
Berlin, whose work consisted mostly of the exami- 
nation of college students. He had encountered a 
similar condition and was wondering whether these 
findings indicated that we had set our normal blood 
pressures in too narrow a limit or whether these 
cases were forerunners of frank cardiac pathology in 
the next decade of life. 

Of course, there are the usual number of cases of 
moderate hypertension in young individuals in which 
diseased tonsils, diseased teeth, or similar foci, can 
be blamed for the findings in the circulatory sys- 
tem, and quite a number of these have been cleared 
up by having these foci corrected. 

Slightly different from the foregoing subject was 
an interesting experience with three members of one 
family. The first, a male twenty years of age, was 
noticed to have cold hands, very marked tremor 
of his fingers, a blood pressure of 160 systolic, 90 
diastolic, a pulse rate of 120 to 150. The enlarge- 
ment of his thyroid was so slight as to be question- 
able. There was some prominence of the eyeballs, 
violent, heaving heart action, no murmur, slight 
cardiac enlargement, very bad tonsils and very bad 
teeth. He was diagnosed as exophthalmic goitre and 
was referred to his family physician who confirmed 
the diagnosis and advised him to go to a hospital, 
which he did. He was kept in the hospital about 
a week and his tonsils removed. He was then ad- 
vised to have his teeth corrected with the assurance 
that he had no exophthalmic goitre and that he 
At this time 


He did not improve in 


would soon be all right. his basal 
metabolism was negative. 
spite of the fact that the foci of infection had been 
removed, and later he consulted another physician 
who was inclined to think it a case of effort syn- 
drome. But with rest he still did not improve and 


returned to the doctor who had a basal metabolism 
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made, which then showed plus. He was seen by 
a surgeon who removed his goitre, but two years 
later he still showed a blood pressure of 200 sys- 
tolic and 90 diastolic, still had marked tremor and 
very rapid pulse rate. The second case was an 
older brother, twenty-five years of age, who passed 
a normal physical examination in 1930, except for 
chronic disease of the tonsils and bad teeth. In 
October, 1931, this young man had a streptococcic 
When 


the acute illness had subsided, the tonsils were re- 


infection of the throat and was quite ill. 


moved, following which the thyroid became enlarged. 
He developed marked tremor of his hands, very rapid 
pulse with marked irregularity, a blood pressure of 
170 systolic, 90 diastolic, and, though examined 
repeatedly, was never even approximately normal 
again upon examination. The third member of the 
family was a girl nineteen years of age, who ex- 
hibited the same train of findings. 

Another case not related in any way to the fore- 
going was that of a young man of twenty-two, who, 
at the time of examination, was frankly somewhat 
under the influence of alcohol. His general appear- 
ance was that of vigorous health. He needed some 
dental treatment; the heart appeared normal in 
size, although his pulse rate was 100 at rest, while 
blood pressure was 120 systolic, over 80 diastolic. 
There were no murmurs, but there was a duplica- 
tion of the first sound at the apex and marked irregu- 
larity of heart action. He was told he would be 
re-examined at some future time when he was free 
of alcohol, as in his present condition we could not 
know how much of his heart findings could be 
blamed on the alcohol, but that there was certainly 
something wrong with his heart. He considered this 
quite a joke and left. The next report some three 
months later was that he had some acute infection 
and died within a week. 

One of the most perplexing questions with which 
industrial physicians have to deal is hernia, which, 
like the spirocheta pallida, is abroad in the land. 
It is surprising the number of men who show hernia 
and apparently have no knowledge whatever of any 
abnormality until it is discovered upon a general 
examination. It is by no means easy to be cer.ain of 
the diagnosis of hernia, particularly the incomplete 
hernia, though it weuld appear to be a simple thing. 
Most of the men who are told they have hernia are 
very much astonished and the usual answer is “‘it 
none.” Femoral hernia 


ain’t never bothered me 
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exists in the male probably more frequently than 
many of us realize, some ten or twelve cases having 
been observed. 

Personally, I doubt if an oblique inguinal hernia 
ever occurs as a result of trauma in a normal man, 
unless the trauma would be some tremendous pres- 
sure. There are frequently seen cases in which the 
individuals have had hernia in childhood with an 
apparent spontaneous cure—to such an extent that 
no abnormality of the structures could be demon- 
strated. Sooner or later many of these recur with- 
out history of trauma of any kind. Many of these 
individuals who had hernia in childhood are not 
aware of the fact, hence present no history. Should 
one of these recur following trauma or a straining 
effort of some kind, what is more natural than the 
belief that the hernia has just been caused as a 
result of this trauma? One case in particular will 
illustrate this point. A young man who passed a 
normal physical examination was at work and, in 
attempting to lift an object, had a sensation as of 
He reported at once with 
a small complete hernia. When he was placed in a 
reclining position, the hernia disappeared and the 
rings appeared perfectly normal, but immediately 
upon resuming the standing position, the hernia 
would reappear. He was referred to a surgeon who 
thought the hernia had been produced that day, but 
upon operation discovered the hernial sac which in- 


“something giving way.” 


dicated that the hernia had existed previously. 

As to the difficulties encountered in the diagnosis 
of hernia, a case or two will illustrate. The first 
is that of a young man eighteen years of age. In 
1930, he was found to have a left inguinal incom- 
plete hernia. He at once consulted a surgeon in 
another city, a very capable man, with the idea of 
having an operation, but the surgeon assured him 
that there was nothing wrong with him. This young 
man passed a physical examination at the hands of 
another physician for the C. M. T. C. and reported 
to camp where the existence of the hernia was dis- 
covered by the camp examiner. He afterwards 
worked in a railroad freight station trucking freight 
and he had no trouble. Later he worked in a res- 
taurant and, in waiting on a customer, turned to 
put a cup of coffee on the counter and the hernia 
became complete, whereupon he consulted another 
surgeon who operated and corrected the condition. 

Another case is that of a soldier who requested an 
examination, saying that he believed he had a hernia. 
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This was early in the morning, and a careful « .- 
amination revealed firm rings, no enlargement a d 
no sign of hernia. There was no bulging in tie 
canal. He went on a march with his company a: d 
some three hours later presented himself with + 
request that he be re-examined, which was done. 
A complete hernia, the size of a hen egg, was very 
painfully apparent to the examiner who so recent!y 
had assured the man there was nothing wrong with 
him. He was requested to present himself early 
the next morning, and again would have been as- 
sured that he was perfectly normal, except for the 
fact that the examiner had seen the hernia on the 
preceding day. 

Just recently a steel worker, whose employer was 
doing some work ii Waynesboro, was brought in by 
his foreman one morning with the request that he 
be examined for hernia. This man had been re- 
cently examined by his employer’s physician and 
passed as normal. On being questioned, he said that 
during the day there was a small lump which was 
not present when he arose in the morning, which 
led him to believe that he might have a hernia. 
There was no pain, and no history of trauma in 
this case. He was examined and found to have 
relaxed rings and apparently a very small incom- 
He was requested to return in four 
At this 
time a small complete hernia was very evident. 

Another case which illustrates the difficulty in 


plete hernia. 
hours for a re-examination, which he did. 


making the proper diagnosis in these cases was one 
in which a man working for a road force was told 
he had a hernia. 
ported it. The employer sent him to a doctor who 
handled his insurance company’s work and who 
could find no hernia, but referred the man to a 
surgeon. Later, this case had a hearing before the 
Industrial Commission and the three physicians 
were present, two of them testifying that the man 
had a hernia and the third testifying that he could 
not find one. 

What advice should be given a man who is found 
to have a small incomplete hernia or a marked 
liability to hernia? Should these cases be operated 
upon at this stage? It is a well-known fact that 
many of these men live for years doing heavy work 
and never suffer any aggravation of their condition. 
It is also a fact that some of these individuals while 
engaged in doing something they have done thou- 
sands of times before have produced complete hernia, 


He went to his employer and re- 
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sometimes with strangulation. Just how we may 
be able to determine the course any given case will 
pursue is a little beyond me. 

The question of syphilis is rapidly becoming one 
of extreme importance to the industrial physician. 
Many employers at present make routine Wasser- 
mann and Kahn tests on every employee, regardless 
of history or physical findings. Cases showing posi- 
tive reports are usually required to obtain treat- 
ment at the hands of a physician of their own 
choice. It is a striking fact that many cases show- 
ing 4 plus reactions with a definite history of initial 
lesion show no secondaries whatever though many 
of these cases have been untreated. Specimens of 
blood sent to other laboratories have confirmed the 
diagnosis of the blood tests. This does not take 
into any account the 1, 2 and 3 plus reactions, but 
deals only with 4 plus. In many cases no history 
whatever of infection can be obtained though con- 
fronted with a strongly positive blood report and 
confirmed by a similar report at the hands of their 
own physician. ‘There have been several cases in 
which a man shows a 4 plus Wassermann and his 
wife a persistently negative blood report, although 
in some of these cases there have been several chil- 
dren in the family. All of these yielded to treat- 
ment and the man’s blood gradually returned to 
negative under proper treatment. 

The incidence of positive reactions in these cases 
who consult their family physicians for advice neces- 
sarily will be much greater than among those in 
whom blood tests have been made routinely, because 
the man who goes to his doctor for advice or treat- 
ment must show some symptoms, whereas the routine 
examination of the blood obtains specimens from a 
very large percentage of individuals who have had 
no symptoms whatever and no reason to suspect they 
had any trouble. 
tive Wassermann or Kahn reactions among the 
whole population? Our experiences would seem to 
indicate that it is less than 4 per cent, though con- 
struction forces and other more or less nomadic in- 


What is the percentage of posi- 


dividuals will show a higher percentage than the 
more stationary groups of individuals. 

Should routine Wassermann or Kahn tests be a 
part of every physical examination? It is well 
known to all of us that this condition will lie quies- 
cent for years and then, following some injury or 
non-related disease, will flare into activity, causing 
very serious complications to the accident or disease 
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for which the patient seeks treatment, or later to 
manifest itself in the well-known and distressing 
manifestations of syphilis in the nervous system, 
meantime having been passed on as a heritage to 
succeeding generations. That these cases should be 
directly and vigorously treated until we have as- 
sured ourselves as far as it is humanly possible to 
do so that they are cleared of all infection seems 
to be a very urgent need at the present time. Fol- 
lowing this infection, insanity and other conditions 
which cause its victims to become public charges 
are well known, and it is also well known that, at 
the present rate of increase of these unfortunates 
becoming public charges, the time is plainly in sight 
when their care will be a grievous burden upon the 
rest of the population. 

The present era seems to be one of rackets and 
racketeers. Rapidly assuming its place as one of 
the leading rackets of the many with which we 
have to contend is silicosis. One firm of contractors 
in a neighboring state recently had suits on its hands 
totalling several millions of dollars from this one 
condition alone. As is well known, this is a condi- 
tion which is extremely hard to prove or disprove. 
For instance, a man might work at some trade in 
which silicosis could be contracted for years without 
manifesting any symptoms, as many of these cases 
do. Should he, however, change jobs and for any 
reason decide, after working a short while, that he 
could collect damages and retire, his last employer, 
in all likelihood, would have to pay the freight if 
the man had been engaged in any work where silic- 
osis might be acquired, even though his service with 
this employer was of short duration and it is a 
well-known fact that silicosis is usually acquired 
over a number of years. The diagnosis of silicosis 
has been made in an individual who had never at 
any time been exposed to any condition wherein he 
might have acquired silicosis, and who was in robust 
health except for a few weeks in which he had a 
low-grade influenza. The absurdity of this diagnosis 
was so manifest that the patient himself scoffed at 
the idea that he could have any such condition, care- 
ful questioning of his life’s history proving that he 
had never been exposed to any such condition. This 
man, three years later, is still going about his daily 
work, his general condition unchanged, and the only 
complaint he has had during that time was a strain 
of his back in an attempt to keep some heavy farm 
machinery from turning over, wherein most of the 
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weight of the machinery was thrown upon him. In 
some sections of the country this silicosis racket has 
assumed such proportion as to throw a tremendous 
burden upon employers and insurance companies. 
Physical examinations periodically of all em- 
plovees and advice as to correction of defects noted 
make up an important part of industrial medicine. 
These cases are referred to the individual’s own 
physician for treatment. 
examination, people will at times be put on jobs 


In spite of preliminary 


for which they prove unsuited and have to be changed 
to work to which they are suited. The doctor who 
is doing industrial work unavoidably becomes linked 
up with safety and accident prevention, which is as 
it should be, in our opinion, though a great many 
physicians do not agree with this. Why should 
accident prevention be any less important to the 
physician or to the patient than preventive medi- 
cine in infectious disease? The vast majority of ac- 
cidents are preventable. This is clearly shown by 
the fact that at least five times as many injuries 
occur outside of industrial plants and operations as 
occur in them. According to the National Safety 
Council, far more injuries and deaths result annually 
from accidents in the home than in all of the fac- 
tories, mines, shops, etc. 

There is a widespread idea that the work of the 
industrial physician is largely taking care of ac- 


cidental injuries, but this is really a minor part 


MepicaAL MoNTHLY 


[Ap 


of his work, the vast majority of such cases bei 
taken care of by nurses. People in industries pres: 


the same diseases and conditions not related to th 
work that all of us see. 
tion experience with sick people who have been di 

It is 
almost a daily occurrence for people to report f 
work following a rather minor illness in such 


And here might we me 


charged from treatment and return to work? 


condition they could not possibly work. This pa 


ticularly applies to influenza cases who have bec: 


dicharged from treatment for several days, and re- 
turn, wanting to work. 
these people, even several days after apparent re- 


A very large number of 


covery, show subnormal temperature, and marked 
evidence of cardiac distress. 


A few years ago an article appeared in the Journal 
A. M. A., which described a series of such cases, 
who apparently had recovered and had returned to 
work only to fail and be under observation for weeks 
as a consequence. These cases are seen by the in- 
dustrial physician after the attending physician has 
left off observation, and our experience leads us to 
believe that a great many of these people return to 
work too soon with permanent damage resulting. It 
is, of course, necessary that people be returned to 
their jobs as soon as possible, but it is an easy 
matter to gain a day and lose weeks if they return 


too soon. 





CONVALESCENT SERUM IN THE TREATMENT OF 
UNDULANT FEVER—CASE REPORT.* 


T. F. Kennan, M. D., 
Raphine, Va. 


Perhaps before going into the case history it 
would not be amiss to give a brief resumé of the 
disease. 

As you will recall, it is a specific infectious dis- 
ease caused by the bacillus melitensis or abortus 
(caprine, bovine, porine). The disease is found to 
attack goats, cattle and hogs principally, although 
other animals are susceptible to it. 

The disease seems to be principally transmitted 


through the use of contaminated milk or milk by- 





~ *Read before the Medical Association of the Valley of 
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products, or through the handling of contaminated 
or diseased animals and meats. 

As to symptomatology we have a very variable 
sequence of events, although there is generally a 
history of long illness with periodic attacks of fever, 
sweating, weakness, various neuralgic plains, neu- 
ritis and arthritis. The type of fever seems to vary 
greatly in different patients. 
The 


weeks, 


incubation period usually lasts about two 
and the onset of the disease is insidious, 
usually characterized by generalized malaise, head- 


ache, pains in back of neck, fever, backache, and 














various other muscular or joint symptoms. In addi- 
tion, there ts generally marked loss of appetite. The 
fever usually simulates, in a sense, that of a re- 
lapsing typhoid, and it is due to this tendency of 
this infection to have innumerable relapses that it 
vets its appropriate name of undulant fever. 

It might be well, in passing, to note that there 
are ambulatory types of the disease. Many indi- 
viduals who come in contact with animals having 
the infection evidently gain at least some partial 
immunity, as exemplified by positive agglutination 
reactions of their blood to the organism. Let it be 
stated, however, that one attack does not necessarily 
confer lasting immunity, as cases have been known 
to have had more than one infection. 

As to the differential diagnosis, it is genarally 
necessary to differentiate it from typhoid, para- 
typhoid fever and the other diseases which have a 
prolonged temperature. Malaria is strongly sug- 
gested in some cases due to the presence of periodic 
sweats, chills and fever. 

The principal method of differentiation is, of 
course, by the specific agglutination reaction. 

Treatment is for the most part symptomatic and 
by the use of serums, vaccines and acriflavine. The 
serums which have been used are convalescent, auto- 
genous, and animal. ‘The vaccines used are auto- 
genous and stock vaccines. Typhoid vaccine has 
been utilized as a non-specific protein therapy. 

Prognosis is usually good, except in the malig- 
nant types, and the mortality rate varies from 2 to 
14 per cent. 


Case History 
The patient, a young farmer, age thirty-two, was 


first seen on March 9th, at which time he was com- 


plaining of headache, backache, and pains in lower 


extremities. His temperature was 102-5, pulse 64, 
respiration 22. A tentative diagnosis of influenza 
was made and he was treated for same. On March 
11th, his temperature was 99, pulse 80, and respira- 
tion 18. He seemed very much better and was 
anxious to return to work. 

On March 13th, his temperature rose to 100-6, 
pulse was 66, and respiration 20. He had had 
two bad chills this day followed by profuse sweat- 
ing and weakness. Complaints today were pain in 
back of neck, backache, headache, chills, profuse 
sweating and loss of appetite. 
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Further questioning elicited the following infor- 
mation: 

Past Medical History essentially negative. 

History of Present Illness—He had not been 
feeling well since the early part of the Fall of 1933, 
his chief complaint being that he felt weak and 
tired all the time and unable to do his work with 
any satisfaction. In November and December he 
had an attack of the “flu” which had confined him 
to the house for four or five days, and he did not 
seem to regain his strength following this attack. 
All during the Fall and Winter of 1923-34 he had 


been having occasional night sweats. The day be- 


fore his last illness he had been using alcohol to 
excess. 

Upon questioning him about the stock on his farm, 
he admitted that three years previously he had 
wanted to sell some cows in West Virginia, and, 
in order to do so, was required to test them for B. 
abortus. One of those he had intended to sell re- 
acted. Being unable to sell her, he kept her on 
the farm, using the milk for home consumpticn. 
It developed that this cow had “freshened” in 
August of 1933 and that it was necessary for him 
to evacuate her uterus. 

A specimen of his blood was taken and report 
received on March 17th. This showed his blood 
agglutinated B. abortus in a serum dilution of 1:640. 

On March 21st, he developed a pleurisy of the 
right lower chest in the mid-axillary and subscapu- 
lar region. On this date he was given 4 minims of 
a stock vaccine consisting of 1,000 million meliten- 
sis (abortus) and 1,000 million B. abortus (bovine 
and porcine) for each cubic centemeter. 

On the 23rd, this dose was repeated, and on the 
26th the dose was increased to 8 minims. The 
morning of the 28th, he developed scattered areas 
of broncho-pneumonia in the left chest with an ac- 
companying pleurisy at the base, extending from 
the subscapular region to the anterior axillary line. 

It being our impression at this time that the vac- 
cine treatment was doing very little good and pos- 
sibly aggravating the disease, as evidenced by the 
poor general condition of the patient, it was decided 
to attempt to give him some convalescent serum. 

It was our desire to admit him to a hospital, but 
he was reticent about entering and wished treatment 
at home if possible. 

On the 29th, the following day, he was given 15 
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c.c. of convalescent whole blood deep in the thigh. 
This blood was taken from a veterinarian who had 
had the disease four years previously and who 
within the last six months had showed a positive 
agglutination reaction of his serum in a dilution of 
1:1500. 

On March 3lst, the patient felt much better, 
even though his temperature was still elevated. 
April 2nd, his temperature dropped to normal and 
remained so for twenty-four hours for the first time 
since the onset of this flare-up. On this day, how- 
ever, he complained of a little sore throat which 
may in part have accounted for his elevation of 
temperature on the succeeding two days, for it took 
that length of time for his sore throat to subside. 

Upon examination of the sites of his vaccine in- 
oculations, it was noted on April 2nd that the site 
of the first inoculation was normal, while the site 
of the second inoculation had a slight area of in- 
duration and was quite tender. ‘The site of the 
third was only slightly tender. These areas did not 
appear to be developing into true abscesses. The 
site of the whole blood injection was completely 
absorbed and no evidence of it remained. 

On April 6th there was some evidence of fluctua- 
tion at the site of the second inoculation, and on 
this date his blood serum showed an agglutination 
reaction in a serum dilution of 1:12,800. On the 
8th, the site of the third vaccine inoculation showed 
fluctuation, and on the 11th these two spots were 
incised and drained. The material obtained was 
mucilaginous in consistency and slightly purulent 
in character. 

The temperature, pulse and respiration have re- 
mained normal since April 8th, and on May 3rd 
his agglutination reaction showed agglutination in 
a dilution of 1:1600. At this time his complaints 
consisted of weakness and stiffness of the joints. 

In short, we have a young farmer who had ap- 
parently been suffering from an intermittent type 
of undulant fever infection for a period of approxi- 


mately six months. He has a severe, acute, exac- 
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erbation of the disease, possibly instigated by an 
alcoholic excess, with the complication of a bilater«! 
pleurisy and a low grade broncho-pneumonia. 

For therapy, he was given three injections of 
stock vaccine at intervals of three days, and, as 
his general condition appeared to be worse rather 
than improved, he was given convalescent serum with 
the object in view of attempting to increase the ag- 
glutinative properties. This objective was appar- 
ently realized. It is, of course, dangerous to draw 
conclusions from one case, but at least we might 


say that the treatment is suggestive. 


REMARKS 


It will be noted that from March 17th to April 
6th the agglutination powers of this individual were 
increased from 1:640 to 1:12,800, and that this 
was accompanied by a corresponding improvement 
in the patient’s condition. As to the cause for this 
it would be impossible to state definitely. The 
thought comes to mind that this increase in the ag- 
glutinative power may be due to the vaccine therapy, 
but observers have reported that this is not usually 
the case, and that at times the agglutination titre 
is lowered rather than raised. It is felt that this 
increase was probably due to the whole blood, either 
by specific action of the agglutinins in it or to the 
non-specific protein reaction of this foreign pro- 
tein, or due to some stimulative power of the im- 
mune whole blood. 

It may be well to note: 

In sending in the blood serum for agglutination 
tests, following the first one, the notation was made 
on the slip that this was a known case, and what was 
desired was to know, if possible, the agglutinative 
powers of the patient’s blood serum, and, if the re- 
port returned, would give the greatest dilution at 
which agglutination occurred. 

Since April 8th the patient’s temperature has been 
normal. For a while he complained of stiffness in 
the joints and weakness, but these symptoms have 
been slowly disappearing. 
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ACUTE PERFORATION OF GASTRIC ULCER FOLLOWED BY 
RUPTURE OF ABDOMINAL WOUND AND COMPLETE 
CURE—REPORT OF A CASE. 


Hyman Cantor, M. D., 


Petersburg, 


Mr. A. L. W., a twenty-six-year-old white sales- 
man, came to my office on December 29, 1933, com- 
plaining of a sudden very excruciating sharp pain 
in the “pit” of his stomach, of one-half hour dura- 
tion, radiating to both shoulders and also both sub- 
costal margins, then from the right upper side of his 
abdomen to his penis. The pain was so severe that 
it doubled him up. The patient stated that on this 
very same morning he began to complain of a dis- 
comfort of the epigastrium, followed sometime later 
by slight cramping pain in the same region, some 
belching and dyspepsia after his breakfast and 
lunch. His appetite was poor. In the afternoon he 
had a pharmacist give him a mixture of “bismuth 
and magnesia” which he was in the habit of taking 
for several months whenever he had indigestion. 
This would give him temporary relief. From my 
office the patient was immediately admitted to the 
Petersburg Hospital as Hospital Register No. 46- 
1619. While being admitted he fainted and his 
skin became very cold. 
sulphate, grain one-fourth, hypodermically, without 


He was given morphine 


any relief. 

The patient stated that for several years he has 
had epigastric pain and abdominal fullness which 
seemed to come on at a definite period after meals. 
These would be relieved by an alkaline powder such 
Often times he had to 
He 
never was on a diet and voluntarily admitted that 


as “bismuth and magnesia.” 
lie down on account of severity of the pain. 


candy and alcoholic drinks made up a good part 
of what he ate. 

There was no family history of cancer, tuberculo- 
sis, heart trouble or kidney trouble. An uncle of 
his had a peptic ulcer. 

On admission to the hospital the physical exami- 
nation revealed an undernourished young white man 
in severe agonizing pain with typical hippocratic 
facies and had a tendency to keep both thighs flexed. 
His skin was cold and clammy, pulse of very low 
tension. 
coated white. Chest negative. Abdomen showed a 


Throat negative except that tongue was 


Va. 


generalized board-like rigidity and tenderness with 
I could not 
No 


maximum tenderness over epigastrium. 
make out any impairment of liver dullness. 
masses made out. No evidence of any hernia. 

The pre-operative laboratory findings were: 

W.B.C.-11,080; hemoglobin-100 (Sahli); poly- 
morphonuclears-73.5 per cent; lymphocytes-22.5 per 
cent; large mononuclears-1.5 per cent; transitional- 
1 per cent; eosinophil-0.5 per cent; basophil-1 per 
cent. 

Catheterized specimen of urine: moderate trace of 
albumen; trace of sugar; no acetone; 3-4 r.b.c. per 
h.p.f.; 3 w.b.c. per h.p.f. The pre-operative tem- 
perature by rectum-99.2, pulse-82, respirations-32 a 
minute. 

I operated on the patient soon after admission, 
about three hours after onset of acute attack. A 
phleboclysis of 5 per cent glucose in normal salt 
The 
abdomen was opened through an upper right rectus 


solution was given throughout the operation. 
muscle splitting incision. Suction was applied to 
abdominal cavity. The adjacent stomach around 
ulcer was walled off with hot laparotomy pads. 
The ulcer margin was freshened by cutting away 
about 2 mm. of its entire border. The ulcer was 
closed with one row of No. 00 p.c.g. through all 
layers of stomach. This was buried by two separate 
rows of interrupted Lembert sutures of the same 
material. The ends of the last row of sutures were 
left long and tied through a portion of gastro- 
hepatic omentum. A rubber tube was _ inserted 
through foreman of Winslow through a stab wound 
of the skin lateral to original incision. Another 
stab wound cigarette drain was placed suprapubic- 
ally in the right lower quadrant. Closure in layers: 
Peritoneum and posterior sheath of rectus muscle 
with interrupted No. 2 chromic catgut and occasional 
lock stitch. 
sutures through muscle and anterior sheath of rectus. 


Two interrupted No. 2 chromic catgut 


Interrupted figure of eight No. 2 chromic catgut 
was used for anterior sheath of rectus, and inter- 
rupted No. 00 plain catgut for subcutaneous fat; 
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interrupted No. 00 dermal for skin. Soft perforated 
rubber tube drain about one-fourth inch in diameter 
for subcutaneous tissue at lower angle of wound. 
Patient returned from operating room in better con- 
dition than before admission, having had 1000 c.c. 
of 5 per cent glucose in normal salt solution by 
phleboclysis while in operating room, which was 
continued later on in the ward. 





Fig. 1.—Photograph of patient taken seven and a half months 
after last operation, showing no evidence of abdominal weak- 
ness, incisional hernia or fistula. 


Pathology: As soon as the peritoneum was 
opened, there was a hissing noise of escaping gas. 
Mecderate amount of clear to white flaky straw- 
colored fluid was found in abdominal cavity which 
was demenstrated to come frem a perforated ulcera- 
tion anterior to lesser curvature of the stomach—- 
about 5 cm. above the pylorus. The perforation 
was 1 cm. in diameter and surrounded by a calloused 
base about 2144 cm. in diameter. 

Water was given by mouth on second post-opera- 
tive day. Up until then he was getting phleboclysis 
of normal saline and 5 per cent glucose and small 
doses of insulin. On second post-operative day pa- 


tient began to get phenobarbital, grains one and a 
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All drains were r¢ 
moved oa the fourth post-operative day. On th 
seventh post-operative night patient had night mar 


half, every night at bedtime. 


after a one and a half grain tablet of phenobarital 
causing him to have an involuntary stool, to get out 
of bed and walk in the ward. Patient later stated 
that at the time he was not aware of what he wa 
doing. On the following day all sutures were r¢ 
moved and nothing was found to be wrong with the 
wound. On tenth post-operative day, January & 
1934, I noticed that his dressings were saturated with 
hemorrhagic exudate. Up until that time and par 
ticularly the day previous, the patient volunteered 
the information that he was turning himself a great 
He be- 
lieved that “something tore loose” during a laughing 
The 


dressings were removed and wound was found to 


deal in bed and was laughing quite a bit. 
spell while being entertained by his visitors. 


have ruptured through all layers including peri- 
toneum. As soon as ruptured abdominal wound 
was noticed, the patient was removed to operating 
room and the following is a description of the op- 
eration: 

Under gas and ether anesthesia, abdomen cleaned 
with ether and painted with tincture of icdine. 
Peritoneum was freed from adhesions to viscera. 
Layers of abdominal wall including peritoneum were 
liberated sufficiently so that they were identified. 
There was a moderate amount of bleeding from 
separated adhesions which could not be clamped, 
and which continued in spite of application of hot 
Three 


sutures were placed through all layers, including 


laparotomy pads. interrupted silk-worm 


peritoneum and skin. Their ends were left untied. 
The lower-most old stab wound was opened and 
made larger with scissors. A tube drain was in- 
serted through the stab wound down to the pelvis. 
The upper two-thirds of peritoneum was very ac- 
curately approximated with a continuous running 
mattress suture and occasional lock stitch of double 
strand chromic catgut and then tied. 

With a separate suture of double strand catgut 
an attempt was made to approximate lower third of 
peritoneum. On account of friability of lower third 
of peritoneum, closure of this portion was very un- 
satisfactory. Muscle approximated with two inter- 


rupted sutures of No. 2 c.c.g. Fascia closed with 
Several interrupted No. 1 


Skin with continuous 


continuous No. 2 c.c.g. 


p.c.g. for subcutaneous fat. 
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vo. 00 dermal. 
inserted in- lower end of wound. 


One small rubber tube drain was 
The previously 
nserted silk-worm sutures were tied through rubber 
uards. 

Patient returned from operating room in good con- 
lition. 
Pathology: Abdominal incision was completely 
plit open except for its lower-most inch which was 
intact through all layers. The peritoneum was boggy 
Muscle 


No evidence of 


and very friable in its lower-most third. 
ippeared to be somewhat friable. 
any infection of wound or leakage from stomach. 





Fig. 2.—X-ray of stomach and duodenum taken on September 3, 
1934, showing stomach and duodenum well filled without any 
evidence of ulceration. 


All drains were removed on second post-operative 
day and continuous dermal suture on the seventh 
post-operative day, the lower two retention sutures 
The 
latter were replaced by two strips of flamed ad- 


on the twelfth day for they had become loose. 
hesive. The last retention suture was removed on 
the seventeenth day following second operation. All 
wounds were entirely healed at this time. 

The patient was discharged from the hospital on 
25, 1934, via 


23, im- 
proved and all wounds healed, twenty-seven days 


January ambulance, condition 
after first operation, seventeen days after second 
operation. 

On February 5, 1934, thirty-eight days after first 
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operation and twenty-eight days after second opera- 
tion patient was allowed to be out of bed for the 
On February 19, 1934, two weeks later, 
adhesive was permanently removed from abdomen. 


first time. 


While in bed patient received thyroid emplet grain 
one-fourth twice a day and also haliver oil with 
viosterol three drops three times a day. The patient 
had a good convalescence except for slight amount 
of distention and belching of gas. This disappeared 
on physiological doses of tincture of belladonna. 
The patient was kept on a bland diet. 

The patient was allowed to drive a car on March 
18, 1934, sixty-nine days after second operation, 
and has been driving a delivery truck every day 
since then. 

He discontinued taking the tincture of belladonna 
March 20, 1934. 

He had been on the peptic ulcer No. 3 diet (Die- 
tary Suggestions, American Medical Association, 
1933) since June 30, 1934. Patient admits that 
he drinks occasional beer without any gastric dis- 
turbance. He has not been taking any medicine 
March 20, 1934. He has gained fifteen 
pounds since operation, now weighing 133 pounds. 


since 


Figure 1 is a photograph which was taken on August 
28, 1934, showing incisions have healed well and 
there is no evidence of any incisional hernia or 
fistula. Figure 2 is roentgenogram of stomach taken 
with barium meal on September 3, 1934. 

The following is a roentgen report of Dr. W. 
Allen Barker of the examination of the stomach and 
duodenum made September 3, 1934: 

“The stomach is filled readily and regular in 
contour. On fluoroscopic examination there could 
be seen a fleck of barium measuring about 1 cm. 
in diameter about one or two cm. above the pylorus. 
This may be due to a slight infolding of the mucous 
membrane of the stomach as result of operative re- 
However, with this region well filled no irreg- 
The 
duodenal bulb was constantly deformed but no evi- 
dence of ulceration could be demonstrated. The 
deformity of the duodenal bulb is probably due to 
At the end of six hours the stomach 


pair. 
ularity could be demonstrated in the stomach. 


adhesions. 
was empty with the head of the barium meal in the 
distal end of the transverse colon.” 

Medica! Arts Building. 
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SARCOMA OF THE UTERUS.* 


RANDOLPH H. Hoce, M. D., 
Richmond, Va. 


Mural sarcomata of the uterus are considered by 
some pathologists, most notably Ewing, to be malig- 
nant tumors arising from the muscle cells of the 
uterus. Accepting this myogenic origin, the name 
sarcoma becomes a misnomer, unless the definition 
of sarcoma is extended to include tumors arising 
from other tissues of mesodermic origin in addition 
to connective tissue. It is in the latter sense and 
in conformance with general clinical usage that the 
term sarcoma is used herein, while the pathologist 
with excellent authority and reason gives the more 
puristic term, myoma malignum, to the specimen 
examined. 

Lockyer, writing in Lewis’ Surgery, describes sar- 
coma of the uterus as a very rare condition and re- 
ports that about 700 cases are on record. However, 
Kasman, in 1931, having added four cases of his 
own to those previously reported in the literature, 
found the total number only 396. Additional cases 
were reported in that year and in 1932; and in 1933 
about twenty new cases were recorded, making a 
total now which probably conforms to the estimate 
of “something under 500” given by Schumann in 
Nelson’s Surgery. 

The incidence of the disease, reported in terms 
of its ratio to benign leiomyomata, or fibroid tumors 
of the uterus, a condition with which sarcoma is in 
the majority of cases associated, varies in the sta- 
tistics given by various authors and averages about 
1 per cent. Kasman had four cases of sarcomata 
to 154 of fibromyomata, a percentage of 2.6. Meigs 
states that in 1,433 hysterectomies performed at the 
Massachusetts General Hospital for fibroid tumors, 
twenty-three showed definite leiomyosarcomas, or 
1.6 per cent. Meaker, of the Boston University 
School of Medicine, reported four leiomyosarcomas 
of the uterus in a series of 107 hysterectomies per- 
formed for supposed fibroid tumors during the two- 
year period, 1928-1929, a percentage of 3.7. Pem- 
berton found fourteen leiomyosarcomas as compared 
with 2,991 cases of fibroids between 1905 and 1927 


*From the Department of Surgery, Medical College 
of Virginia. 

Read before the Richmond Academy of Medicine, 
March, 1934. 





at the Woman’s Free Hospital of Brookline, Mass. 
a percentage of 0.47. He states that their stand 
ards are more strict than average. Indeed, varia- 
tions in standards of malignancy and in care of 
examinations probably largely account for the differ- 
ences in the figures given by various authors. 

The records at the Memorial and St. Philip Hos- 
pitals made between August 1, 1931, and March 15, 
1934, show 323 hysterectomies for benign leiomyo- 
mata, with only one case of sarcoma, that to be 
presented tonight. This is a percentage of 0.3. Dur 
ing this same period there occurred in these two 
hospitals fifty-three cases of carcinoma of the cer- 
vix and two of the corpus. This is a ratio of 1:55 
between sarcoma and carcinoma, and is comparabl« 
to ratios quoted in Nelson’s and in Lewis’ of 1:50, 
1:34, and 1:40. 

The treatment of choice is panhysterectomy with 
bilateral salpingo-odphorectomy followed, perhaps, 
by deep roentgen ray therapy. 
supravaginal hysterectomies, however, because the 
true diagnosis is not made until after operation. 
This statement calls attention to the desirability of 
opening all supposed fibromyomata at operation. 


Most cases have 


The prognosis varies considerably and according 
to duration, position, and cell type. 

A case report follows: 

Case report sarcoma of uterus. Memorial Hos- 
pital, 3906. 

Mrs. R. J., thirty-one, a pallid, fairly well nour- 
ished, white worker in a tobacco factory, was re- 
ferred to me in January, 1932, by a friend of hers 
and an operative patient of mine. The reference 
took place on the decease of her former physician, 
who had been giving her local treatments for “kid- 
ney trouble.” 

Her complaint was that of profuse vaginal bleed- 
ing and attendant weakness. The diagnosis of a 
pelvic tumor, well suggested by the history given by 
the patient, needed hardly more than inspection of 
the abdomen for confirmation. Following a com- 
plete examination a diagnosis of fibromyomata uteri 
was made, and operation was advised. Because of 
the concomitant presence of bronchitis her entry into 
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the hospital was delayed until February 18th. The 
patient had been partially exsanguinated, so, in the 
nterim, in addition to treating the bronchitis, an 
ttempt was made to partially alleviate the anemia. 
Iron ammonium citrate was given. 

When the patient entered the hospital a record 
f an admission two and one-half years previously 
vas obtained. The history at that time was meager. 
The chief complaint then was of pain in the right 
lower abdominal quadrant and profuse menstrual 
bleeding, the flow lasting two to three weeks at a 
time. This condition had been especially marked 
for three months. For two weeks she had noticed 
swelling of the abdomen. She, it is quoted, had had 
“trouble with her menses all of her life since four- 


%9 


teen years of age.” This was not further elabo- 


rated. There had been no pregnancies. 

The reported examination at that time was limited 
and as follows: “Shows white female with palpable 
Pain and tenderness 
No 
Pelvic examina- 
tion was deferred and not later recorded. 
pression was given as follows: “Fibroid. 
flammation. Ovarian cyst. 


mass in right lower quadrant. 
on pressure. Abdomen is definitely enlarged. 
rigidity. Bleeding from vagina.” 
The im- 
Pelvic in- 
Pyelitis.” 

There is no doubt that the patient was acutely 
ill. 
of the first fifteen of the twenty-one days she was 
in the hospital. 


Salpingitis. 
Her temperature reached 103 degrees on each 


Her pulse rate varied from 70 to 
120, averaging for the most part about 100. Her 
respirations varied between 20 and 24. ‘The nurses’ 
notes showed that on admission the blood flow was 
saturating perineal pads at frequent intervals; that 
she was passing clots also; and that she received 
morphine for pain, and ergot. 

The leucocyte count the day after the first ad- 
26,000, 91-9. 
Eight days later the white cell count was 30,000, 
the differential 88-12, the hemoglobin 80, and the 
red cell count 4,120,000. 
first admission was as follows: amber; cloudy; acid; 


mission was with a differential of 


The urinalysis on the 


1.012; albumin, heavy trace; sugar, negative; fre- 
quent squamous epithelial cells, numerous bacteria, 
many leucocytes, occasional red bloed corpuscles, 
and occasional hyaline casts. Eight days later the 
urinalysis was essentially the same. A blood cul- 
ture and a Widal test were negative. 

There were no progress notes, but it is apparent 


that after a considerable delay her condition im- 
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proved, and she was discharged on the twenty-first 
day. The final diagnosis of “Fibroid Uterus and 
Chronic Salpingitis”’ appears on her original record. 
The nurses’ notes on her last day in the hospital 
are of interest. These showed that she had had 
a good night; that breakfast had been omited; that 
morphine gr. % and hyoscine gr. 1/200 had been 
refused; that she later ate well; and that she was 
discharged. In the absence of any apparent indi- 
cation for the withholding of breakfast and for the 
giving of the hypodermic medication, one feels that 
an operation was advised and, perhaps, refused. 

On the second admission, two and one-half years 
later, the patient stated that the menorrhagia had 
grown progressively worse. For one year it had been 
necessary for her to see her phyician at each mens- 
trual period in an effort to check the bleeding. Since 
Christmas, two months before, she had thought she 
could feel a tumor. She stated that her menstrual 
life had begun at twelve, and the flow had been 
regular until two years ago, presumably until the 
onset of symptoms which brought her to the hos- 
pital the first time. 

The general physical examination, as recorded on 
the second admission, was not remarkable. The lo- 
cal examination revealed a firm, non-tender mass 
about four inches in diameter, freely movable, lying 
in the lower mid-abdomen and apparently continu- 
ous with the cervix. 


The temperature, pulse, and respirations were 
normal. The blood count was as follows: Hgb. 70; 
red count 3,780,000; leucocytes 8,000; polymorpho- 
nuclear neutrophils 73; eosinophils 2; small lympho- 
cytes 21; myelocytes 4. The urine, as at the previous 
admission, showed a heavy trace of albumin with 
red cells and leucocytes. 

The patient was operated upon February 20, 1932, 
the day following admission, under spinal anesthesia, 
novocain 150 mgm. supplemented at the close with 
gas-ether inhalation. The pre-operative diagnosis 
was fibromyomata uteri, and such was the diag- 


A hydrosal- 


pinx and an ovarian abscess were present on each 


nosis when the abdomen was closed. 
side. The uterus was removed supravaginally to- 
gether with both tubes and ovaries. Immediately 
following the operation the uterus was opened. From 
the gross appearance seen then it became apparent 


that this was no ordinary fibroid uterus. The gross 
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appearance was as given in Dr. L. C. Pusch’s re- 
port which follows: 

“The body of a uterus, distorted by multiple 
fibroid masses, is received irregularly incised, in 
which condition its dimensions are 18x10x7 cm.; 
and its weight, with attached right hydrosalpinx 
and ovary, 625 gm. Peritoneal surfaces are partly 
covered with stubs of fibrous adhesions. One soft, 
grayish-yellow, once-pedunculated mass, 5 cm. in 
diameter, now lies free in the endometrial cavity, 
apparently an extension from a larger, similar mass, 
61% cm. in diameter, which occupies an intramural 
position. A firm, white subserous mass, 4 cm. in 
diameter, is received divided. The hydrosalpinx has 
a thin distended wall with the lateral extremity 4 
cm. broad. The ovary embraces an incised cyst, 
3% cm. in diameter, having a hemorrhagic lining. 
There is also a smaller cyst. Received separately 
is a Fallopian tube, 2 cm. in diameter, adherent to 
an ovary, the latter embracing the wall of an abscess. 
There is also a thin-walled ovarian cyst enclosing 
coagulated blood.” 

The microscopic description was as follows: ‘The 
large intramural mass and its extension into the 
uterine cavity are composed of densely cellular 
anaplastic smooth muscle cells. Invasive tendency 
is manifest at its border. Chronic inflammatory re- 
sponse occurs in myometrium, Fallopian tubes and 
abscess wall. A hyperlastic structure is seen in the 
endometrium.” 

The pathological diagnosis was as _ follows: 
Myoma malignum uteri (myosarcoma). Benign 
subserous leiomyoma. Bilateral chronic salpingitis 
with hydrosalpinx. Abscess of ovary. Chronic 
metritis. 

The patient’s convalescence was uneventful. Two 
Wassermann reactions were positive. She was dis- 
charged on March Sth, the fourteenth post-opera- 
tive day. 

Follow up: The patient has been seen at frequent 
intervals since the operation. She was last examined 
this month (March, 1934) and gave no signs or 
symptoms of a local recurrence or of metastases. 


SUMMARY 
A case of sarcoma of the uterus is reported. 
In this case supravaginal hysterectomy with bi- 
lateral salpingo-odphorectomy was performed. 
Twenty-five months after operation the patient is 
apparently free of recurrence or metastases. 





The incidence of the disease in a series of 32 
consecutive hysterectomies, performed at The M 
morial and St. Philip Hospitals for supposed benig 
leiomyoma, has been one, or 0.3 per cent. 
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Correspondence 


Amyl Nitrite Antidotal to Cyanides. 
To THE Eprror: 

Belated recognition has recently come to a fel- 
low of the Medical Society of Virginia for important 
scientific work done as long ago as 1888, along the 
line indicated in the title. In that year Dr. Lewis 
G. Pedigo, of Roanoke, now be it said almost com- 
pleting his fiftieth year as a fellow of this society, 
presented a paper before the Seciety at a Norfolk 
meeting, the title of which is, “Antagonism between 
Amyl Nitrite and Prussic Acid.” 

In the American Journal of the Medical Sciences, 
December, 1934, number six, volume 188, p. 767, 
occurs a detailed recital of pharmacological research 
work on the “Comparative Values of Several Anti- 
dotes in Cyanid Poisoning,” made at the Lilly Re- 
search Laboratories in Indianapolis. This article 
is by K. K. Chen, Director of Pharmacologic Re- 
search; Charles L. Rose, Pharmacologist: and G. 
H. A. Clowes, Director of Research of the Lilly 
Laboratories. On page 3 of the reprint of this 
paper may be noted the following: 

“After the appearance of our--—(former)— 
paper, it was our good fortune to learn by 
personal communication that an American phy- 
sician, Dr. Pedigo, in 1888, proved beyond 
doubt the value of Amy] Nitrite against cyanid 

poisoning in dogs. Unfortunately, his article 
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has not been listed in easily available indices 
or mentioned in textbooks, so that it is diffi- 
cult for later investigators to be aware of his 
important work. The delay in appreciating 
his results has probably also caused the tardy 
development of the nitrite therapy.” 

In the article of Dr. Chen and his associates, as 
vell as in his personal letters, will be seen a very 
just appreciation, by men eminent in this branch 
ff medical knowledge, of the scientific investiga- 
in the same exact 


tion done by a fellow-worker 


field. Furthermore, these erudite and accomplished 
scientists evidently believe in the aphorism, ‘“‘Honor 
to whom honor is due,” honor which they cordially 


bestow. Not merely this, but Dr. Pedigo is grati- 





fied by the receipt—even as this sketch is being 
written—of a reprint, bearing on its cover in pen- 
and-ink this inscription: “In appreciation of your 
pioneer work on amyl nitrite’; and signed, “Yours 
respectfully, K. K. Chen.” 

Dr. Pedigo’s personal friends, and his medical 
friends as well, are no little pleased that this recogni- 
tion has come to him in the evening of life—the 
more so since failing health has necessitated his 
retirement from practice, and restricted his activities. 

It would seem as though Dr. Pedigo himself only 
partially comprehended the value of his discovery, 
as he remarked after reading the article referred to: 
“I had regarded this bit of research”—meaning his 
own experiments—‘‘as of purely scientific interest, 
but Dr. Chen’s 
of cyanide poisoning is a revelation to me. 


elaborate summary of the incidence 
Since 
cases of suicidal and accidental origin are so com- 
mon, I am of the opinion that publicity of this 
discovery would be of much practical importance.” 

Previous to receiving the printed page, he had 
been sent by Dr. Chen a copv of the type-script of 
his article, this being incident to the following cor- 
respondence, which unfortunately has been greatly 
condensed, owing to lack of space: 


Messrs. Ext Litty anpb Co.: 

I note you publish review of writings on Amyl Nitrite 
in Cyanid poisoning. You make 
authorities, all dated 1933. 
read by me before the Medical Society of Virginia in 
1888. 
research duly covered. These gentlemen are just forty- 


reference to three 


I enclose reprint of paper 
You will find every essential point in this later 


four years late. Since my paper, I have never seen amyl 


nitrite mentioned in any lists of poisons and antidotes. 
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* Moral: 


pert publicity man. 


Every research worker should be an ex- 


Yours most truly, 
Lewis G. PEDIGo. 
To this letter reply was made by Dr. K. kK. Chen, 


of the Lilly Company: 


My Dear Dr. PEpIco: 

”s It is very gratifying to know that forty-four 
years ago you already demonstrated the antagonism be- 
tween amyl nitrite and hydrocyanic acid. I am greatly 
impressed by your accurate observations, made during 
the experiments. I wish to take this opportunity to pay 
you my tribute for your pioneer work in this field, and 
to express my regret that we were not aware of your 
important discovery. * * * 

Please do not think we intentionally omitted mention- 
ing your contribution. I went through index catalog in 
Surgeon-General’s ofice—found no mention of your re- 
port. I consider it extremely unfortunate that such a 
valuable article as yours is not prominently mentioned 
in textbooks and journals. * * * In a few months we 
hope to write another paper. We will 


then review your early study, and give you due credit. 


assure you we 


Yours sincerely, 


K. K. Cuen, Ps. D., M.D. 


I have before me, as I write, one of Dr. Pedigo’s 
reprints, yellowed with age. It was published in 
1888, nearly half a century ago, which is obviously 
In 


the beginning he apologizes for “the crudeness and 


too voluminous to quote more than very briefly. 
incompleteness of my researches, * * * and says: 
“The difference between a well-equipped laboratory 
* * * and a blacksmith shop (!) with such ap- 
paratus as a country doctor can conjure up, is at 
once appreciated.” The more credit therefore, I 
would say. 

To 
three experiments on dogs, in the first using only 
in pairs in 


summarize, he describes with exact detail, 
one dog, in the other two using dogs 
each test, one of course as a control. Dilute hydro- 
cyanic acid was given, and amy] nitrite administered, 
varying the conditions of the tests. The treated 
dog lived, in both the latter tests, while the control 
promptly succumbed. 

His article goes very fully into the pharmacology 
and the toxicology of the drugs discussed, and his 
conclusions, arrived at step by step as the experi- 
ments proceeded, are set forth most succinctly. 
However, with the attitude of the true scientist, he 
ends his paper in these words: “If by further ac- 


cumulation of facts the hypotheses here advanced 
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shall be scattered to the four winds of heaven, let 
them go; I have no affection for them.” 

It is not every day that a valuable scientific fact 
comes to light through the investigations of a mem- 
ber of our Society, and it affords me the greatest 
pleasure to call attention to the quite considerable 
honor accorded one of our esteemed Fellows, who 
has now grown gray in the service of humanity. 

E. P. Tompxrins, M. D. 

Lexington, Va. 

February 27, 1935. 





Public Health Statistics 
I. C. Ricern, M. D. 


Health Commissioner of Virginia 


The communicable disease report received at the 
office of Dr. G. F. McGinnes, State Epidemiologist, 
during February, 1935, showed the following cases 
compared with the same month in 1934: 


1935 1934 
Typhoid and Paratyphoid Fever _____- 32 18 
Diphtheria ____-- poinincnntel sie, om 106 
ee 258 
re _ _ 3,785 3,401 
MMesingitie. ......................- . 22 10 
Poliomyelitis - eashonane aera 3 2 
Rocky Mountain Spotted Fever 0 0 
Typhus Fever ’ , ‘ 0 0 
Undulant Fever - : 1 2 
Tularaemia —____- : : 3 3 
Smallpox .- 1 1 


has been a 
great advancement in the Rural Health Work of the 
State. 
have inaugurated full-time health service under 


Within the past few months there 
Twenty-three additional counties in Virginia 


medical direction making a total of thirty-seven 
counties, representing approximately 60 per cent of 
the rural population receiving this essential govern- 
mental service. This advance has been made pos- 
sible by the allocation of funds from the United 
States Public Health Service to the Virginia State 
Department of Health for the purpose of organiz- 
ing new departments where no service previously 
existed and to assist those having inadequate local 
departments. 

All local communities receiving help from these 
United States Public Health Service funds must ap- 
propriate a proportionate amount of money to meet 
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the operating expenses of such a department with 
the agreement that the unit must be established on 
a full-time basis under the direct supervision of a 
medical health officer. 


The counties’ share of the appropriation is not 
in excess of 35 cents per capita. Moreover, the 
work done in the prevention of disease, the general 
advancement in health, particularly that of the 
school children, saves the county far more than this 
amount. As some of the counties were so small and 
had so little taxable wealth, it was deemed expedi- 
ent and economical for them to combine with one 
or more neighboring counties into a health district. 

Each of these districts has a minimum personnel 
consisting of a medical health officer, a public health 
nurse, a sanitation officer, and a clerk. The duties 
of such a personnel are manifold. The medical 
health officer coordinates the work of the staff. He 
must be a specialist in the diagnosis and control 
of communicable diseases. 


porting of all communicable diseases, visits the case 


He effects prompt re- 


to trace the source of infection, establishes quaran- 
He 
organizes and assists in the conduction of clinics 


tine, and takes all other preventive measures. 


such as tuberculosis, orthopedic, dental, nutritional, 
and prenatal. He collects specimens and cultures 
for laboratory examination. He assists physicians 
in inaugurating immunization programs. He ex- 
amines school children and pre-school children rou- 
tinely. Parents are notified of the existence of de- 
fects and are urged to take the children to their 
family physician for correction. Where these ex- 
aminations are performed the number of defects cor- 
rected is greatly increased and the subsequent sav- 
ing of time lost on account of sickness is inestim- 
able. The nurse, sanitation officer, and clerk assist 
the medical health officer in the performance of his 
many duties. It would be impossible to list their 
complete program in an article of this character. 
However, the benefits acquired in the improved 
health of the community more than balances the 
funds expended. 

This program at the present time includes thirty- 
seven counties having full-time health units, with 
a personnel totaling 100. There are sixteen medical 
health officers, twenty-five sanitation officers, forty 
nurses, and fourteen clerks employed at present. In 
addition, two large health units, the Southwest 


Health District and the Shenandoah Valley Unit, 








‘ere instituted because the geographical situation 
f these counties in the southwestern section of the 
State is such that in a sense they are isolated from 
the facilities and advantages so accessible to the 
ounties situated near the State Department of 
Health in Richmond. 
the services of a regular health unit and in addi- 


Each of these units supply 


tion, the much needed facilities of a complete labora- 


tory. 





New Members 


Since the names listed in the October issue of the 
MONTHLY, the following have been admitted to 
membership in the Medical Society of Virginia: 

Dr. Mallory S. Andrews, Norfolk. 

Dr. 

Dr. 

Dr. 

Dr. 

Dr. 

Dr. 

Dr. 


Frank L. Apperly, Richmond. 
Benjamin H. Bailey, Sandston. 
H. Ballard, Pocahontas. 
James V. Bickford, Norfolk. 
William S. 


Howard 


Blakiston, Arlington. 
H. R. Coleman, Jr., Lexington. 
Robert B. Cralle, Farmville. 


Dr. Grant R. Elliott, Orange. 

Dr. Adam T. Finch, Jr., Chase City. 
Dr. Daniel S. Fisher, Parksley. 

Dr. Nathan P. Fitts, Maurertown. 
Dr. Louise F. Galvin, Richmond. 
Dr. Fred T. Hauser, Bland. 

Dr. Richard S. Herring, Richmond. 
Dr. Edward M. Holmes, Richmond. 
Dr. Lawrence P. Jones, Emporia. 


. Joseph L. Kinzie, Salem. 

. Frederick B. Mandeville, Richmond. 
. Thomas S. Meade, Richmond. 

. Claude A. Nunnally, Fredericksburg. 
. Prosser H. Picot, Richmond. 

. Irl C. Riggin, Richmond. 

Dr. Charles W. Rodgers, Staunton. 

. Clyde F. Ross, Richmond. 

. Elizabeth B. Sherman, Front Royal. 
. Henry B. Showalter, Kenbridge. 

. Harrison T. Smith, Independence. 

. Henry C. Spalding, Richmond. 

. Joseph S. Staley, Marion. 

-. Thomas E. Stanley, Beaverdam. 

. Lewis B. Staton, Richmond. 

. Algernon K. Turner, Martinsville. 
. Edwin D. Vaughan, Ashland. 
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Woman’s Auxiliary 
to the 


Medical Society of Va. 


President—Mkrs, JosEPH BEAR, 3012 Monument Ave., Rich- 
mond. 

President-Elect—Mrs, FLETCHER J. WRIGHT, Petersburg. 

Recording Secretary—Mnrs. JAMES B. STONE, 2042 Park 
Ave., Richmond. 

Corresponding Secretary—Mrs. AMBROSE MCGEE, 4107 
Kensington Ave., Richmond. 


REuBEN F. Simms, 2034 Park 


Treasurer—Mkrs. 
Richmond. 


Ave., 


State Board Meeting. 

The Executive Board of the Auxiliary to the 
Medical Society of Virginia met at the Richmond 
Academy of Medicine Building, Richmond, on Mon- 
day, March 11th, at eleven o'clock. The meeting 
was attended by twenty-six members, including sev- 
eral local auxiliary presidents. 

Mrs. Joseph State 
Splendid reports were given by committee chairmen 


Bear, President, presided. 


and by the presidents. Important matters were dis- 
cussed. Delegates were appointed to the National 
meeting at Atlantic City in June. 

The Board adjourned at one o'clock to the John 
Marshall Hotel, where Mrs. Joseph Bear was hostess 
at a very lovely luncheon. ‘This hour was par- 
ticularly enjoyable and delightful. The social in- 


tercourse was a most worthwhile feature of the 


meeting. 

James City-New Kent Medical Auxiliary. 
Our Auxiliary is very small, only nine members, 

How- 


ever, we stand ready to be of assistance to our phy- 


so we are mostly a social group at present. 
sicians and charitable organizations. Just a few 
of the things we have accomplished in the past 
year are: 

Two members acted as secretaries to physicians 
during pre-school clinic. 

Four dollars from sale of candy. 

Nine large bundles of clothing and toys for needy 
families at Christmas. 

Members are active in all charitable societies in 
counties. 

One member just added to the Nursing Com- 
mittee of the local Red Cross. 

Offered to provide vaccine to use in vaccinating 
children of indigent families. 
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After paying our obligations, we have $8.00 in the 
treasury. 
Mase_ R. HENDERSON, Reporter. 
(Mrs. L. V. HENDERSON.) 


Postgraduate Medical Auxiliary. 

A very delightful luncheon was given hy the 
Auxiliary at the Petersburg Country Club on the 
26th of February, in honor of Mrs. Joseph Bear, 
State President, and Mrs. F. J. Wright, President- 
Other guests were Mrs. Reuben Simms, State 
Treasurer, Mrs. J. B. Stone, State Secretary, and 
Mrs. A. G. Shetter, President of the Richmond 
Auxiliary. 

Mrs. Philip Jacobson presided over the business 


elect. 


meeting and urged members to be constant in help- 
ful attentions to the hospital and to their pledges 
per member and to expand the work. 

Mrs. Bear stressed the importance of the medical 
work and pointed out the threefold purpose of the 
auxiliary: to extend the aim of the medical profes- 
sion; to work with health committees, clinics and 
Women’s Clubs in the health problems, to establish 
friends among doctors’ families and to organize 
junior auxiliaries among the doctors’ children and 
educate them along the lines of health; and to cre- 
ate groups for the entertainment of medical societies. 

Mrs. H. M. Snead, who was one of a committee 
in charge of the recent linen shower to the hospital, 
gave her report in detail, and the results were much 
lauded by Mrs. Bear and other visitors. 

Mrs. Shetter gave a brief greeting from the Rich- 
mond Auxiliary; Mrs. Stone outlined the work of 
the medical auxiliaries; Mrs. Reuben Simms gave 
a short talk on expending finances; and Mrs. 
Fletcher J. Wright, President-elect, spoke of the 
value of organization. 

There were about thirty of the local doctors’ wives 
present at the meeting. 


Mid-Tidewater Medical Society Auxiliary. 

The regular meeting of the Woman’s Auxiliary 
to the Mid-Tidewater Medical Society was held in 
the home of Mrs. W. E. Croxton, at West Point, 
the 22nd of January. 

The meeting opened with Mrs. Hawes Campbell, 
president, presiding. She gave a short talk on the 
State meeting and other matters of business were 
discussed. 

The program chairman was absent and no pro- 
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gram was arranged. The social side of these meet 
ings so far has been very much enjoyed as ii 
gives the wives of physicians a chance to becom: 
acquainted. 
EvizaAnetH S. Harris, 
Secretary. 
Richmond Auxiliary. 

The Woman’s Auxiliary to the Richmond Acad 
emy of Medicine has gone ahead under the capabl 
leadership of Mrs. A. G. Shetter. Each committe 
is well under way in its year project. Books hav 
been read and given to the children in Dooley hos 
pital, milk given to undernourished school children 
and the sick have been visited. 

A membership drive is now on. The losing sid: 
has to entertain the winners with a bridge party 
and there is in store a lovely prize for the one wh» 
brings in the most new members. 


Truth About Medicine 


In addition to the articles previously enumerated, the 
following have been accepted by the Council 
Pharmacy and Chemistry of the A. M. A.: 





on 


Merck & Co., Inc. 
Tablets Cebione—Merck, 0.05 Gm. 
Parke, Davis & Co. 
Capsules Silvol, 6 grains. 
Kapseals Ortal Sodium with Amidopyrine. 


The following product has been accepted for inclu- 
sion in the List of Articles and Brands Accepted by 
the Council But Not Described in N. N. R. (New and 
Non-official Remedies, 1934, p. 443): 


Sharp & Dohme 


Ampules Sodium Cacodylate—Mulford, 7% grains, 


5 c.c. 


Propaganda for Reform 
Viosterol Preparations and Gallstones.—The wide- 
spread clinical administration of viosterol preparations 
concerning late 
effects and side actions. Among these questions is that 
of the formation of gallstones. Jones and Laing (Am. 
J. Physiol., 110:471 (Dec. 1), 1934), have recently un- 
dertaken to ascertain whether the current use of viosterol 
preparations might lead to an increased output of cal- 
cium in the bile in dogs. One hundred and ninety-three 
analyses of bile calcium before the administration of a 
viosterol preparation were made and seventy-three after 
the daily administration of from 5 to 10 c.c. of viosterol 
in oil. From the results obtained by these investigators 
it was evident that doses of viosterol preparations con- 
siderably larger than would ordinarily be used in clini- 


has raised problems several possible 
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deemed 


practice do not raise the bile calcium concentration 
of 
definitely 
bile calcium 


viosterol 
the 


con- 


modify bile output in the dog. Doses 
to 


increase the 


parations large enough increase 


id calcium level will 
tration and decrease the output of bile. Jones and 
| ing hoped to obtain clinical confirmation on patients 

ih chronic biliary fistulas, but had not yet been able 
t do this. When and 


yossible danger of viosterol 
I > 


(Jour. A. M. 


if confirmation is obtained, one 


more administration will 


eliminated. A., February 23, 1935, p. 


635.) 


Book Announcements 


Recent Acquisitions to the Library, Medical 

College of Virginia. 

The following books and others in the Library 
of the Medical College of Virginia may be borrowed 
by members of the Medical Society of Virginia, the 
only charge being return postage: 

Adams, G.—Psychclogy: Science or Superstition? 
Ashford, B. K.—A Soldier in Science. 


phy of Bailey K. Ashford. 
Bainbridge, W. S.—Report on the Seventh International 


The Autobiogra- 


Congress of Military Medicine and Pharmacy and 
Meetings of the Permanent Committee. 

Bernard, L—Trois Medecins Americains: W. S. Thayer, 
Linsly R. Williams and W. H. Welch. 

Bizzell, W. B.—The Relations of Learning. 

Blacker, C. P., ed—The Chances of Morbid Inheritance. 

Cold Spring Harbor Symposia on Quantitative Biology, 
vol. 2. 

Dandy, W. E.—Benign Tumors in the Third Ventricle 
of the Brain: 


Davis, W.—The Advance of Science. 


Diagnosis and Treatment. 


Dimmitt, P. S—Manual of Clinical Laboratory Methods. 

Doyle, H. M.—A Child Went Forth. 
of Dr. Helen MacKnight Doyle. 

Ford, A.—The Story of Scientific Psychology. 

Franklin, K. J—De Venarum Ostiolis 1603 of Hierony- 


The autobiography 


mus Fabricius of Aquapendente (1533 ?-1619). 
Gilchrist, D. B., ed—Doctoral Dissertations Accepted by 
Universities, 1933-1934. 
M.—Institutional Care of Mental Patients in 


American 

Grimes, J. 
the United States. 

Haberland, H. F. O.—Die Operative Technik des Tierex- 
perimentes. 

Hollender & Cottle—Physical Therapy in Diseases of 
the Eye, Ear, Nose and Throat. 

Jaffe, B—The Lives 
Chemists. 

Knaus, H.—Periodic Fertility and Sterility in Woman. 

Lange, N. A.—Handbook of Chemistry. 

Leland, W. G.—Nationalism. 

Logie, H. B., ed.—Standard Classified Nomenclature of 
Disease, 1935 ed. 


and Achievements of the Great 
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Macartney, W. N.—Observations of a General Practi- 
tioner. 

Macbride and Martin—The Myxomycetes. 

Maximow and Bloom.—A Textbook of Histology, 2nd ed. 

Mulholland, J.—Quicker Than the Eye. 

Magicians of the World. 


The Magic and 


Neuberger, M.—History of Medicine. 

Pearl and De Witt—The Ancestry of the Long-Lived. 
Pearl, R—Modes of Research in 
Polevski, J—The Heart Visible. 
de Reaumur, R. A. F.—The Natural History of Ants. 


Schmucker, S. C.—Heredity and Parenthood. 


Genetics. 


Sharpey-Schafer, E.—Experimental Physiology. 5th ed. 
Rev. 
Singer, C.—The Story of Living Things: <A short ac- 
count of the evolution of the biological sciences. 
Sullivan, J. W. N.—Three Men Discuss Relativity. 
U. S. Dept. of Labor—Maternal Mortality in Fifteen 
States. Bureau Pub. No. 223. 
Wall, A. O.—Sex and Sex Worship. 
Conception Period of Women. By DR. KYUSAKU 
OGINO, Head of the Gynaecological Section of 
Takeyama Hospital, Niigata, Japan (Nippon). 


English Translation by DR. YONEZ MIYAGAWA, 


Director of Government Institute for Infectious 
Diseases, Tokyo Imperial University, Hongooku, 
Tokyo, Japan. June 6, 1934. Medical Arts Pub- 


Pa. Octavo of 94 


Price, $1.00. 


lishing Company. Harrisburg, 
pages. Leatherette binding. 

This small book contains ninety-four pages, many 
estimating the 


of which are filled with charts for 


safe and the conception period of women. One of 
the most interesting charts shows the eight days dur- 
ing which conception can occur in women wi.h men- 
strual cycles varying between twenty-three and forty 
days. 

The book is written in fairly simple language to 
of 


appeal to the laity. It contains a brief review 


the current literature on the safe period. The con- 
exceedingly simple if one can 


the 


trol of conception is 


rely on this publication. However, theories 
stated have not been studied sufficiently to be de- 
pendable in cases where pregnancy is contra-indi- 
cated. 


H. H. Ware, Jr. 


The Autonomic Diseases or the Rheumatic Syndrome. 


By T. M. RIVERS, M. D. Kissimmee, Fla. Dor- 
rance and Company, Inc. Philadelphia. 1934. 
Octavo of 299 pages. Cloth. Price, $3.00. 


The author of this very interesting volume is ap- 
parently a general practitioner of medicine who is 
He at- 
tempts to show that the rheumatic syndrome, par- 


particularly interested in chronic diseases. 


ticularly chronic joint disease, is fundamentally re- 
lated to a disturbance of the autonomic nervous 


system. 
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I think it is unfortunate that Dr. Rivers should 
have convinced himself so completely that the “rheu- 
matic syndrome” is concerned only, from an etiologi- 
cal standpoint, with disturbance of this part of the 
nervous system. The arguments he presents in favor 
of this concept are interesting, but to the reviewer 
they are not convincing for they are based upon 
many hypothetical ideas which I don’t think can be 
substantiated by established facts. You will get the 
impression that the writer is a student of the great 
philosopher, Herbert Spencer, who, incidentally, is 
quoted in the first paragraph of the introduction. 

Admitting that there is much controversial ma- 
terial presented in this book, nevertheless, I am 
convinced that this volume justifies itself because the 
author has given one of the most useful discussions 
of the therapeutics of chronic joint diseases that I 
have ever reviewed. He has emphasized the very 
fundamental truth that chronic joint disease is a 
great deal more than simply a disability associated 
with reactions in the joints, but rather that it is a 
constitutional malady producing a disability in a 
very complex fashion and caused by disturbances 
in the body of a widespread nature. This concept 
of the treatment of this disease is becoming more 
obvious, the more chronic joint disease is studied. 
For this reason, this book offers many useful sug- 
gestions in the care of these invalided individuals 
and can be profitably used by any one interested 
in chronic arthritis. 

Wo. B. Porter. 


Mouth Infections. Clinical Histories. By OLIVER 
T. OSBORNE, M. A., M. D., F. A. C. P. Professor 
of Therapeutics, Emeritus, and formerly Clinical 
Professor of Medicine, Yale University. New 
Haven. 1934. Octavo of 119-vi pages. Cloth. 
Price, $2.00. 

The author’s motive in publishing this small text 
is expressed in his assertion “that the greatest men- 
ace to the civilized world is mouth infection.” While 
health workers in all branches of the healing arts 
are now cognizant of oral infections and their re- 
lations to other bodily ills, one might wisely ques- 
tion the paramount rating given by the author to 
the phenomenon of focal infection involving foci 
in the oral cavity. 

The author’s opinion that proven infectious foci 
should be removed by one means or another is in 
accord with modern practices. However, his ex- 
treme skepticism in regard to pulpless teeth is not 
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warranted nor based on sound observations. It is 
quite apparent that despite the author’s interest in 
the dental diseases his acquaintance with these prob 
lems is only casual. His observations as recorded 
using such terms as “dead teeth,” “nasty, stinking 
bridges,” “rotten,” “perfectly terrible mouth,” etc., 
indicate the non-technical character of the author’s 
dental knowledge. One might question the valu: 
of such observations. 

As stated in his introductory remarks, no effort is 
made to correlate findings. ‘The case reports are 
merely brief recitations of co-incidental findings with 
no attempt to definitely link the mouth infections 
to the concurrent body ailments. The text is, there- 
fore, of little value except in the way of propaganda. 

Harry Lyons. 
The Technique of Contraception. An Outline. By 

ERIC M. MATSNER, M. D. Foreword by Robert 

L. Dickinson, M. D. Introduction by Foster Ken- 

nedy, M. D. Second Edition. Published for the 

American Birth Control League, Inc. New York. 

The Williams & Wilkins Company, Baltimore. 

1934. Pamphlet of 38 pages. Illustrated. Price, 


50 cents. 
This outline consists of thirty-eight pages and re- 


views in a rather clear and concise form the pres- 
ent methods of contraception. 
grouped under four headings: 

1. General measures, such as abstinence. 

2. Measures used by the husband, such as coitus 
interruptus (withdrawal) and condom. 

3. Measures used by the wife, such as douching, 


The methods are 


chemicals (suppositories, tablets and jellies) and 
mechanical barriers (tampons, sponges and _ pessa- 
ries). 

4. Measures giving prolonged protection, such 
as intrauterine stems, hormones, spermatoxins. 

The types of vaginal diaphragms are discussed 
and the importance of a thorough gynecological 
examination is stressed. Instructions as to the method 
of fitting and inserting the diaphragm are explained. 

For anyone interested in this subject this book 
will be most interesting and helpful. 

H. H. Ware, Jr. 


Community Enterprise In Preventing Blidness. By 
C. EDITH KERBY, Statistician, National Society 
for the Prevention of Blindness. Publication 161. 
National Society for the Prevention of Blindness, 
Inc., 50 West 50th Street, New York, N. Y. 
Pamphlet of 11 pages. Price, 10 cents. 


The Romance of Exploration and Emergency First- 
Aid from Stanley to Byrd. Burroughs Wellcome 
and Company. ' New York. Printed in England. 
12mo. of 144 pages. [Illustrated. Cloth. 








_ 


1. 


y 
rt 


le 


- 








Vircinta MeEpiIcaAL MoNTHLY 


Virginia Medical Monthly 


Founded by Lanpon B. Epwarps, M. D., April, 1874 
Owned by MEDIcAL Society or VirGINIA since November, 1919 
WyYNDHAM B. BLANTON, M. D., Editor 
AGNEs V. Epwarps, Richmond, Business Manager 


PUBLICATION COMMITTEE 
WyYNDHAM B. BLANTON, M. D., Richmond, Chairman 


J. H. Nerf, M. D., University 


H. A. Tass, M. D., Gloucester 


All correspondence regarding editorial matters, articles, advertisements, subscription rates, etc., should be addressed to the Monthly, 
1200 East Clay Street, Richmond, Va. 
This journal is not responsible for the opinions and statements of its contributors. 
All advertisements are received subject to the approval of the Council on Pharmacy and Chemistry of the American Medical 
Association. 
Subscription Price: $2.00 per annum in advance. Single Copies 25c. 





VOLUME 62 


APRIL, 1935 No. 1 











Editorial 








A Pioneer Virginia Scientist. 

Before the Medical Society of Virginia at its 
meeting in Norfolk in 1888, Dr. Lewis G. Pedigo, 
of Roanoke, presented a paper on the antagonism 
between amyl nitrite and prussic acid. His re- 
port was based upon experiments upon dogs and 
was the earliest demonstration of the value of amyl 
nitrite in cyanide poisoning. These facts have heen 
brought to light recently in a paper by K. K. Chen, 
Director of Pharmacologic Research of the Lilly 
Research Laboratories, published in the December 
number of the American Journal of Medical 
Sciences. Elsewhere in this issue of the MONTHLY 
a more detailed account of Dr. Pedigo’s discovery 
is given. This is but another instance of the fact 
that a man need not have at his disposal a large 
research laboratory in order to make discoveries in 
medicine. Robert Koch in Germany and James 
McKenzie in England were outstanding examples of 
the fact that an inspired practitioner may unearth 
scientific facts of lasting worth and importance. 
Save the Annals. 

About the time of the World War, largely through 
the backing of a number of influential and public- 
spirited physicians, a new and unique medical pub- 
lication was launched in this country—the Annals 
of Medical History. Since that time nothing but 
the best has gone into it. The editor, Francis R. 
Packard, has to a remarkable degree kept the qual- 


ity of its contributions on a high plane of literary 
excellence. During the seventeen years of its ex- 
istence the Annals has served as a medium of ex- 
pression for the ablest medical historians of two 
continents. The publisher, Paul B. Hoeber, has 
been no less zealous. True to his original determi- 
nation he has never permitted the high standards 
set for the magazine to be sacrificed for any financial 
consideration and has for years cheerfully pocketed 
an annual deficit. No one who is familiar with the 
striking format of this famous publication, its fine 
paper, handsome illustrations and beautiful typo- 
graphy, can help feeling the deepest gratitude that 
American medicine. has found such a patron. 

The last issue of the Annals carries an editorial 
by Dr. Packard addressed to the magazine’s “few 
subscribers and many readers,” in which he sets 
forth the critical financial situation into which it 
has fallen due to lack of support by the medical 
profession, and makes the distressing announcement 
that unless more subscribers can be secured its pub- 
lication will, in all likelihood, be suspended. The 
VircintiA MeEpicaAL MONTHLY believes something 
should and can be done to avert this calamity. It 
is urging all the editors of all other state medical 
journals to join with it in apprising the profes- 
sion of this situation and in urging them to rally 
to the support of an undertaking that must not per- 
ish. The MoNTHLY is putting this matter before the 
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individual doctors of Virginia and before the com4 
ponent societies of the Medical Society of Virginia 
in the hope that singly and in groups many new 
subscribers may be found. 


Our Archaic Commitment Form. 

The writer has before him the commitment form 
used by the Virginia State Hospitals for the Care 
of Mental Patients. The form contains more than 
200 questions, consequently it is spread over sev- 
eral closely printed pages. The form has to be 
executed in duplicate. He would be a speedy in- 
terrogator indeed who could complete one of these 
“Tnquisitions,” as they are called, in less than an 
hour. One gets the impression as he reads the 
questions, arranged apparently with little regard for 
logical sequence, that the form did not reach its 
present length through careful revisions. One is 
tempted to speculate whether as good an arrange- 
ment might not have been arrived at by shaking 
the questions up ina hat. All of this is bad enough, 
but many of the questions are extremely personal, 
and seek to bring out information which should 
Why for in- 
stance is it necessary to inquire of every patient 
before admission whether or not he is lazy, or has 


not be accessible to public scrutiny. 


had syphilis, or uses profanity, or what his sexual 
habits are, or how many miscarriages his wife has 
had, or whether she is then with child? <A copy 
of this form, it should be stated, is filed in the 
court house of the county in which the patient lives. 

It is understood that a committee of superin- 
tendents is now engaged in revising this form be- 
cause it has been recognized as one of the stumbling- 
blocks to the speedy commitment of the insane. The 
VirGINIA MepicaL MONTHLY would like to sug- 
gest to the committee that it waste no more time 
It would do the State 


of Virginia and the insane great service should it 


over this archaic document. 


cast its present supply to the fire and recommend 
to the proper authorities a modern, humane and 
expeditious method of commitment, such a method 
as is now in successful operation in the State of 
All that 
is necessary with this method is for two physicians 


Maryland—commitment by certification. 


to certify to the mental condition of the patient in 
the presence of a member of the family. Armed 
with such a simple certificate a member of the family 
conveys the patient immediately to the hospital 
where he is promptly admitted. 
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Teeth For The Bite. 

The medical profession of Virginia is well or 
ganized for fellowship and for the acquisition and 
dissemination of scientific knowledge, but it is be 
ginning to dawn upon an increasing number of doc 
tors in the State that organization for another typ: 
of work is also imperatively needed. Organized po- 
litical leaders at present give little heed to orga- 
nized medicine. Why? Because they do not in- 
terpret organized medicine to mean a_ politically 
sensitive, cohesive, influential or militant group of 
the body politic. But the day is rapidly approach- 
ing in Virginia when the politicians will have to 
revise this interpretation. 
just as soon as doctors as a group begin to exer- 
cise their influence and speak with votes. When 
the politicians learn this, indifference, rebuffs and 


The revision will occur 


insults will cease to be their method of dealing 
with the profession of the State. 

When the Medical Society of Virginia becomes 
politically effective it will have to do many things 
it is not doing today. Some of them are already 
being talked about. It has been intimated, for in- 
stance, that a bureau will be established through 
which the Society will seek from all candidates for 
public office an expression of their attitude toward 
all matters relating to the public health and the 
medical profession. This bureau would promptly 
make public to all physicians in the State the ex- 
pressed attitudes of candidates concerning these mat- 
ters. The bureau would keep on file the public 
records of all State and local officials with particular 
reference to their attitude toward medicine, their 
expressions and activities in all matters affecting the 
public health. The bureau would be expected to 
keep the doctor’s point of view before the public, 
availing itself of the press, the radio, and public 
speakers for the purpose. It might even maintain 
a lobby in the halls of the General Assembly. 

Under such a set-up the medical profession would 
count on being consulted whenever appointments to 
public office connected with the health of the peo- 
ple were pending. Its voice would be heard when 
raised in the interests of the correction of abuses 
or when it pointed the way to progress in matters 
of public health. Under such a set-up the profes- 
sion would serve not only its own best interests, but 


the best interests of the people of Virginia as weil. 
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The Potency of Gilliland Laboratory Prod- 
ucts. 

Some apprehension was felt in medical and lay 
ircles after a recent newspaper report that there 
had been collusion between an official of the Pennsyl- 
vania Department of Health and a representative 
of the Gilliland Laboratories in mislabelling and 
using several lots of diphtheria antitoxin after the 
expiration of the date originally stamped upon the 
packages beyond which potency could not be guar- 
anteed. Knowing that the Virginia State Depart- 
ment of Health was a large buyer and distributor 
of Gilliland products, certain physicians requested 
the VirGINIA MEpIcAL MONTHLY to ascertain the 
facts especially as they relate to the distribution of 
these products in Virginia. In response to our let- 
ter of inquiry we are informed by Dr. I. C. Riggin, 
State Health Commissioner, that: 

“Immediately upon receipt of information that there 
might be some question as to the potency of the diph- 
theria antitoxin as prepared by the Gilliland Laborato- 
ries, we communicated with the 
Health in Washington, D. C., 
concerning this matter. 


National Institute of 
requesting information 
We forwarded to the National 
Institute of Health a sample of each lot of Gilliland 
diphtheria antitoxin that we had on hand; in addition, 
I understand that lots were forwarded from other states 
for testing. We were informed on February 16th as 
follows: 

“*A test of ten current lots of Gilliland diphtheria 
antitoxin, including one of the samples forwarded by 
you, has progressed sufficiently for us to say that all 
the material tested contains a sufficient excess of anti- 
toxin to allow for any normal deterioration between now 
and the dates of expiration which appear on the labels. 

“We have no reason to question the potency or pu- 
rity of any of the products put out by the Gilliland Lab- 
oratories.’ 

“I mav say that the State Department of Health has 
had a contract with the 


past 


Gilliland Laboratories for the 


several years and during this period there has 


been no reason to question the purity or potency of 


their products. Biologics distributed through the State 
Department of Health are checked and rechecked and 
no products are sent out after the expiration date. On 
the expiration date, all products are returned to the 
Laboratories. 

“The products are standardized in Washington and 
they 


standards in order to protect this license. 


the firm is licensed. Naturally, must maintain 
I can assure 
you that every precaution is taken to see that the prod- 
ucts distributed by the State Department of Health are 
up to the required standards, both as to the potency 


and the purity.” 


Such a statement should put at rest any uneasi- 
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ness that might be felt by the doctors of Virginia 


concerning the reliability of the products in question. 


Diphtheria in the Negro. 

The Negro has always been regarded as peculiarly 
susceptible to certain diseases—to syphilis, tubercu- 
losis and the exanthemata, for example. Southern 
doctors, particularly during the antebellum era, laid 
great stress upon the diseases to which he was prone, 
and not a little of early Southern medical literature 
W. D. Weatherford in his book, 
The Negro from Africa to America, gives an inter- 


deals with them. 


esting catalogue of the diseases to which the slave 
was susceptible: colic, worms, sores, skin diseases, 
rickets, goitre, scrofula, diseases of the spine and hip 
The 
latest disease to which the Negro can claim undis- 


joint, and glandular and nervous disorders. 


puted right is, of course, sickle cell anemia. 

As he has suffered susceptibility to certain dis- 
ease, so'he has enjoyed natural immunity to certain 
other diseases. 
come to mind. 


Yellow fever and malaria at once 
In the February issue of the British 
Medical Journal, George Kinneard presents some 
interesting facts in support of the belief which had 
already been felt and fairly well established in 
this country, that diphtheria is a disease toward 
which the Negro enjoys a high degree of resistance. 
Quoting statistics from tropical countries to which 
his own experience in the Bahamas is added, he 
shows the strikingly lower incidence of the disease 
among blacks when compared to whites in the same 
latitudes. Throat cultures reveal the fact that the 
carrier state exists among both races in about the 
same proportion, but Schick tests show a significantly 
high percentage of immunes among colored chil- 
dren—90 per cent as against 62 per cent for white 
children. Diphtheria then appears to be another 
illness less terrifying for the Negro, but the fact 
that he may be a carrier of the disease makes him 
a menace to the more susceptible white race with 
which he is thrown into contact especially in the 
tropics. 


Why Patronize Our Advertisers? 

The West Virginia Medical Journal answers this 
question so well that we have lifted bodily from 
its pages the argument that follows: 

“If the JouRNAL had no advertising at all, in- 
dividual members would have to pay the printer’s 


bill. As matters now stand, we have sufficient ad- 
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vertising to carry us through the year with a fairly 
comfortable margin of profit. The reason we have 
a satisfactory volume of advertising is because per- 
haps one-tenth of the individual members are keenly 
interested in the success of this publication. 

“We do not for a minute urge the members of 
the association to disregard all other considerations 
and shop through our advertising columns. But we 
do urge you to give preference to our advertisers 
when other considerations are equal. We do not 
consider this particularly as a patriotic duty to your 
association. We do consider it as a matter of sound 
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common sense to you. This is your JOURNAI 
You write the material which goes into its make-up 
The advertisers pay the bill. Why shouldn't you 
give them preference when you can? 

“The doctor who gives no consideration whateve: 
to the JoURNAL advertisers is contributing to 
three-way loss. He loses because the JOURNAL be- 
longs to his association. The advertiser loses be- 
cause he pays for something he does not receive 
The JouRNAL loses the revenue. 
as we began, ‘patronize our advertisers.’ 
that is a sound business proposition.” 


And so we clos 
We feel 








Department of Clinical and Medical Education 
of the 


Medical Society of Virginia 








Pediatric Course at South Boston. 

The South Boston postgraduate course in Pediat- 
rics, sponsored by the Department of Clinical and 
Medical Education and The Halifax County Medi- 
cal Society, began on March Sth with the enthusias- 
tic support of the physicians in the community. Be- 
sides a number of visitors the following physicians 
enrolled for the course: 


Dr. I. K. Briggs, South Boston. 
Dr. W. L. Eastlack, South Boston. 
Dr. J. D. Hagood, Clover. 

Dr. W. P. McGuire, Wylliesburg. 
Dr. J. A. Owen, Turbeville. 

Dr. D. C. Steelsmith, South Boston. 
Dr. G. A. Stover, South Boston. 
Dr. W. O. Tune, Brookneal. 

Dr. C. B. White, Halifax. 

Dr. W. L. Williams, Brookneal. 


The Clinician for this course is Dr. Samuel F. 
Ravenel, of Greensboro, N. C., who comes highly 
recommended from among leading pediatricians in 
the East. 

The class meets twice a week—on Tuesdays and 
Wednesdays—over a five-week period. At each 
meeting in the course the Clinician lectures for one 
hour and uses the second hour for clinical demon- 
strations and round table discussions. An interest- 
ing feature of the course is the consultation service. 
The clinician devotes out of class hours on the days 


of the clinics to consultations or examining patients 
without cost when requested to do so by physicians 
enrolled in the course. 


Other Pediatric Clinics to be Organized. 
The Department is prepared to offer several 
pediatric clinics in other sections of the State dur- 
Phy- 
sicians are invited to send suggestions for these 


ing the late spring and early summer months. 


clinics through their county medical societies to the 
Executive Secretary of this Department. 


Program for Postgraduate Clinics at Medical 

College of Virginia. 

In cooperation with this Department, the Medi- 
cal College of Virginia will have the following 
clinics on Tuesday, April 30th, to which physicians 
throughout the State are invited: 


9:30—10:00 A. M.—Etiology and Prevention 
purative Diseases of the Lung. Dr. 
I. A. Bigger, Professor of Surgery. 

10:00-10:30 A. M.—The Physician’s Part in the Control 
of Venereal Diseases. Dr. E. L. 
McQuade, Director of Rural Health 
Work, State Board of Health and 
Associate in Preventive Medicine. 

10:30-11:00 A. M.—Prevention of Communicable Diseases. 
Dr. Lee E. Sutton, Jr., Associate 
Professor of Pediatrics. 

11:00-11:30 A. M.—Contraceptive Technique. Dr. H. 
Hudnall Ware, Associate Professor 
of Obstetrics. 


of Sup- 
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—Convalescence from a _ Preventive 
Standpoint. Dr. William H. Hig- 
gins,, Professor of Clinical Medi- 


:30-12:00 M. 


_ 


cine. 
:00-12:30 P. M.—Dangers Incident to the Use of Cer- 
tain Drugs. Dr. Harvey B. Haag, 
Professor of Pharmacology. 
:30- 2:00 P. M.—-Luncheon, Hall, as 


of college. 


to 


ho 


Cabaniss guests 


wm 
Ww 
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2:00- 4:00 P.M.—Ward Rounds, or Outpatient Clinics, 
as desired. 

4:00- 5:30 P.M.—Round Table Discussion: 
Medical Economics. Discussion led 
by Dr. C. C. Coleman, Professor of 


Neurological Survey. 


Subject, 


GerorGE B. ZEHMER, 


Executive Secretary. 





Proceedings 


of Societies 








The Postgraduate Medical Society of South- 
ern Virginia 

Held its annual meeting in the City Point Inn 
at Hopewell, February 26th. 

The Society is a component part of the Medical 
Society of Virginia, comprising the counties of Notto- 
way, Dinwiddie, Prince George, Greenesville, Bruns- 
wick, Surry, Sussex and Lunenburg, and the cities 
of Petersburg and Hopewell. 

Due to the unavoidable absence of Dr. W. D. 
Prince, of Stony Creek, the retiring president, the 
meeting was presided over by Dr. E. W. Young, 
of Petersburg. 

Dr. H. E. Whaley, of Victoria, was elected presi- 
dent for the coming year; Dr. J. A. B. 
Crewe, and Dr. R. H. Manson, of McKenney, vice- 
presidents; Dr. C. E. Martin, 
tary-treasurer, and Dr. Wright Clarkson, of Peters- 


Lowry, of 
of Emporia, secre- 


burg, chairman of the Steering Committee. 

Dr. J. B. Jones, of Petersburg, was elected a 
member of the Public Health and Legislative Com- 
mittee; Dr. L. S. Early, of Petersburg, was elected 
chairman and Dr. S. E. Gunn, of Hopewell, and 
Dr. C. T. Jones, of Petersburg, were elected mem- 
bers of the Board of Censors. 

A very interesting scientific program was given 
during the afternoon as follows: 

Vitamins and their Place in Medicine—Dr. 5. 
E. Gunn, Hopewell. 

A Symposium on Poliomyelitis (Infantile 
Paralysis)——Drs. Mason Romaine, W. M. 
Bowman, Leta White and W. B. McIlwaine, 
all of Petersburg. 

Chronic Colitis—Dr. C. E. Martin, Emporia. 

Influenza, its Complications and Sequelae— 
Dr. C. T. Jones, Petersburg. 


Following the scientific program a delightful din- 
ner was given in the dining hall of the City Point 
Inn. 


Warwick County Medical Society. 

At the meeting of this Society, held on February 
11th, Dr. James T. Tucker, Richmond, gave a pa- 
per on “The Newer Treatment of Crushing Injuries 
of the Spine.” This discussion was opened by Dr. 
Joseph T. Buxton, followed by Dr. H. G. Longaker, 
Dr. R. A. Davis, and Dr. Thomas M. Wood, Jr. 
A short business session was held before adjourn- 
ment. 

The following are officers of this Society for 
1935: President, Dr. George G. Hankins; 
president, Dr. Edward L. Alexander; secretary and 


vice- 


treasurer, Dr. Thomas N. Hunnicutt, Jr.; Board of 
Censors, Drs. Samuel Downing, H. G. Longaker, 
R. A. Davis, W. S. Snead, and B. R. 
Insurance Trustee, Dr. Clarence Porter Jones. All 


Gary; and 


of the above named officers are from Newport News. 


The Hanover County Medical Society 

Held a reorganization meeting on February 22nd. 
Dep, 2: &, 
and Dr. J. T. Booth, Ashland, secretary. 


ally all physicians in the county—about sixteen in 


Redd, Ellerson, was elected president, 


Practic- 


number—are members of this Society. 


Albemarle County Medical Society. 

At the monthly meeting of this Society held on 
January 3rd, the following officers were elected: 
President, Dr. W. E. 
president, Dr. R. T. Ergenbright, Charlottesville; 
and secretary-treasurer, Dr. Kenneth F. Maxcy (re- 


Brown, Sanatorium; vice- 


elected), University. 








34 VIRGINIA MepicaL MontTHaiy 


Alleghany-Bath County Medical Society. 
At a recent meeting of this Society, held in Cov- 
ington, Dr. N. B. Jeter, of that place, was elected 
Dr. A. D. Tyree, Clifton Forge, 
Hawkins, 


(re-elected ). 


president for 1935; 
vice-president; and Dr. R. P. 
Clifton 
Guest speakers for this meeting were Drs. J. B. 
Nicholls, and L. R. 
torium, and Dr. I. C. Riggin, State Heaith Com- 


also of 
Forge, secretary-treasurer 


Broome, of Catawba Sana- 


missioner. There were approximately thirty doctors 
in attendance. 

Dr. Jeter, the new president, was last fall ap- 
pointed Alleghany County Coroner, to fill the 
vacancy caused by the death of Dr. H. W. Ander- 
son who served in that capacity for many years. 
Bedford County Medical Society. 

At its last quarterly meeting, this Society re- 
elected Dr. C. H. Bondurant, president, and Dr. 
J. A. Rucker, secretary-treasurer. Both are of Bed- 
ford, Va. The next meeting is to be held in April. 
Fredericksburg Medical Society. 

The February meeting of this Society was a joint 
one with the dentists of that city, the public being 
invited to attend. Dr. G. B. Harrison, president, 
presided. Dr. John E. Cole, of the Program Com- 
mittee, announced that the purpose of this meeting 
was to establish better relations between doctors and 
dentists and the public. Dr. 
dentist, read a paper on “Focal Infection of the 
Teeth,” and Dr. W. C. Walters gave a paper on 
“Oral Infections with Its Relation to Infectious 
Diseases.’ Other papers presented were ‘*Treatment 
of Trench Mouth” by Dr. J. Minor Holloway; “Re- 
lations of Patients to Doctors and Doctors to Pa- 
tients” by Dr. W. A. Harris; and “Enlarged Pros- 
tate, Its Prevention Preven: 
Operation” by Dr. G. B. Harrison. 

The March meeting of this Society was devoted 


Andrew Bolling, a 


and Treatment to 


to a review of current medical literature, the ab- 
stracts of which were prepared by Dr. C. A. 
Nunnally. 


The tentative program of meetings calls for a 
showing of films on cancer at the April meeting and 
another semi-public meeting in May, the object of 
which is to hold a symposium on matters concern- 
ing public health. City officials and the public wil! 
be invited. 

Dr. Thomas B. Payne, Fredericksburg, is secre- 
tary of this Society. 


[ Apri 


The Southside Virginia Medical Associatio 

Held its quarterly session in Petersburg, Mar 
12th. The following program was given: 
Tumor by Dr. J. Shelton Horsley, Richmond; ‘T! 
Use of the Well Leg Splint in Treatment of Fra 
ture of the Hip by Dr. J. B. Dalton, Richmond 
Compressed Fractures of the Spine by Dr. H. P 
Mauck, Richmond; The Treatment of Acute Hea: 
Injuries by Dr. R. F. Slaughter, Norfolk; ‘The Ear] 
Diagnosis, Prevention and Treatment of \Whoopin 
McGee, 
Pregnancy Complicated b 


Hudnall Ware, Jr 


Glomt 


Cough by Dr. Ambrose Richmend; an 
The Management of 
Chronic Nephritis by Dr. H. 
Richmond. 

No business session was held. After the scien 
tific 
dinner at the hospital. 

Dr. S. E. Gunn, Hopewell, is president of this 


and Dr. R. L. Raiford, Franklin, 1s 


program, the doctors were entertained by a 


Association 
secretary. 
Virginia Peninsula Academy of Medicine. 

At a meeting at the James River Country Club 
on February 18th, the physicians of the Virginia 
peninsula organized the Virginia Peninsula Acad- 
emy of Medicine, and the following officers were 
elected: President, Dr. Edward L. Alexander, New- 
port News; vice-president, Dr. Robert H. Wright, 
Jr., Phoebus; and secretary-treasurer, Dr. Frank 5. 
Bacon, Hampton. 

The second meeting of the Academy was held at 
the Hampton Roads Country Club on March 18th. 


Lynchburg Academy of Medicine. 

At the February meeting of the Academy, Dr. 
W. W. S. Butler, Roanoke, presented a paper on 
“Some Interesting Genito-Urinary Cases,” present- 
ing several cases of polycystic kidneys, and some 
problems in transurethral prostatic resection. 

At the meeting on March 4th, Dr. Stuart Michaux, 
Richmond, presented a very interesting address, il- 
lustrated with lantern slides, on “The Etiology and 
Treatment of Cystocele and Uterine Prolapse, with 
especial reference to the Watkins-Wertheim Method 
of Treatments.”” A discussion by members followed. 

The officers of the Academy are: President, Dr. 
W. C. Adkerson; vice-president, Dr. J. H. Rawl- 
ings; and secretary-treasurer, Dr. John Hundley, 


Jr. 








VIRGINIA 


aA 





orfolk County Medical Society. 

\t the regular meeting of this Society on March 
h, Dr. Edwin P. Lehman, University, Va., gave 
address on “Cerebral Injuries,” following which 
re was an interesting and instructive discussion 


some of the members. 
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The Roanoke Academy of Medicine 

Held its regular meeting at the Elks Club, March 
4th. 
Was presented: 
Avertin, by Dr. Ira H. Hurt; and Vitamine D Milk 
by Dr. Gerald C. North, of New York City. 


At this time the following scientific program 


Strychnine Poisoning Treated with 





News 


Notes 








Norfolk Committee of Arrangements. 

the Norfolk County Medical Society is looking 
head and already preparing for an interesting meet- 
¢ of the Medical Society of Virginia in Norfolk, 
October 15th, 16th, and 17th. ‘The Committee in 
charge of Arrangements for the meeting is com 
posed of Dr. Wm. Lett Harris, Drs. Frank 
Redwoed, F. C. Rinker, Walter B. Martin, Claiborne 
Willcox, and B. R. Kennon. 


and 


McGuire Lectures. 

Dr. Gunnar Nystrom, distinguished professor of 
surgery, Upsala University, Sweden, will give the 
Stuart McGuire Medical College 
of Virginia, on Monday night, April 29th, and 


Lectures for the 
Tuesday night, April 30th, in the auditorium of the 
Richmond Academy of Medicine Building, Twelfth 
and Clay Streets, this city. 
His subjects will be “Embolism of the Arteries 
of the Extremities” and “Pulmonary Embolism.” 
The profession is cordially invited to these lec 
tures and to the spring clinics scheduled in com- 
bination with the lectures during the day of Tues- 
day, April 30th. 
be found in this issue under the Department of 


Medical 


The program for the clinics will 


Clinical and Education. 


The District of Columbia-Maryland-Dela- 
ware-Virginia-West Virginia Sectional 
Meeting, American College of Surgeons, 
Will be held in Washington, D. C., on Thursday 

and Friday, April 11th and 12th. Headquarters 

will be at the Mayflower Hotel. 


tinguished visitors will be present on this occasion. 


A number of dis- 


An active Committee on Local Arrangements, with 
Dr. Ralph M. LeComte as Chairman, and Dr. 
Elijah W. Titus as Secretary, has plans well in 
hand for an excellent meeting. 


Following is a preliminary outline of the entire 


program: 


TuHurspay, ApriL 11, 1935 


8:00- 9:00—Registration. 

9 :00-12:00—-Operative Clinics. 

9 :30-12:00—Hospital Conference. 

12:30- 2:00—Medical Motion Pictures. 

2:30- 5:00—Hospital Conference. 

5:00- 5:30—Annual Meeting, Fellows of the College. 

7:00- 8:00—Medical Motion Pictures. 

8 :00-10:30—Scientific Session, General Surgery. 

§ :00-10:30—Scientific Session, Eye, Ear, Nose and 
Throat Surgery. 

8 :00-10:30—Hospital Round Table Conference. 

FripAy, APRIL 12, 1935 

9 :00-12:00—Operative Clinics. 

9:00-11:00—Cancer Clinic. 

9 :30-12:00—Hospital Conference. 

12:30- 2:00—Medical Motion Pictures. 

2:30- 5:30—Scientific Session, General Surgery. 

2:30- 5:30—Scientitic Session, Eye, Ear, Nose and 
Throat Surgery. 

2:30- 5:00—Hospital Conference. 

8 :00-10:60—Community Health Meeting. 


\ cordial invitation to attend this most interesting 
meeting is extended not only to the Fellows and 
hospitals of the various states included, but to the 


entire medical profession at large. 


Directors of Health Units in Virginia. 

In addition to names of directors of health units 
in Virginia, given in the last issue of the MONTHLY, 
the following appointments have been announced 
by the State Health Department: 

Dr. William F. Wild has been appointed direc- 
tor of the Isle of Wight-Nansemond-Suffolk Health 
District, effective March 1st, with headquarters in 
Suffolk. He succeeds Dr. C. H. Dawson who was 
recently transferred to the new Peninsula Health 
District with headquarters in Williamsburg. 
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Dr. Albert B. McCreary has been appointed di- 
rector of the Northampton County Health Unit, with 
headquarters in Eastville. He entered upon his 


duties on March Ist. 


The South Piedmont Medical Society 

Will hold its spring meeting in Danville, Va., on 
April 23rd. At this time there will be a symposium 
on ‘Medical Economics,” in addition to the volun- 
teer papers. Dr. George A. Stover, South Boston, 
is president, and Dr. John A. Owen, Turbeville, 
secretary. 


Heads of Local Health Council 

Dr. C. L. Outland, medical director of the Rich- 
mond Public Schools, has been elected chairman of 
the Health Council of the Council of Social Agen- 
cies of Richmond, Va., for the coming vear. Dr. 
Ennion §. Williams is vice-chairman, and Mrs. 
Marion Dettelbach continues as secretary. 


The West Virginia State Medical Association 


Is to hold its annual meeting at Wheeling, on 
May 6th, 7th, and 8th, under the presidency of Dr. 
R. H. Walker, of Charleston. There will be an in- 
teresting program of papers and clinics. Dr. Irvin 
Abell, Louisville, Ky., has accepted an invitation to 
give an address on a surgical subject, and Dr. Morris 
Fishbein, editor of The Journal of the American 
Medical Association will give an address at the 
banquet and also at a general session. 


Dr. James V. Bickford 

Has located in Norfolk Va., with offices in Medi- 
cal Arts Building, where he is engaged in the prac- 
tice of pediatrics. Dr. Bickford is a graduate of 
Johns Hopkins Medical School in 1929, and has 
spent the past five years before locating here in 
hospital and research work, including services in 
Baltimore, St. Louis and New York, and in train- 
ing at the Rockefeller Institute of Medical Research. 


Dr. J. M. Emmett, 

Chief surgeon at the C. & O. Hospital, Clifton 
Forge, Va., recently addressed the Magic City Medi- 
cal Society at Burrell Memorial Hospital, Roanoke, 
Va., his talk being on the early diagnosis of cancer. 
This Society is composed of Negro physicians from 
Roanoke, Salem, Radford, Lynchburg, Martinsville, 
and Pulaski. 


[ April, 


Medical College of Virginia News. 

Faculty changes and additions in the ma)or 
faculty for the session 1935-36 are: 

Dr. Fred M. Hodges, Professor of Clinical Radiolo 

Dr. Daniel D. Talley, Professor of Clinical Radiology, 

Dr. Harry Walker, Assistant Professor of Medicin 

Dr. I. C. Riggin, Lecturer in Preventive Medicine and 
Public Health. 

Dr. A. O. James, Professor of Clinical Dentistry. 

Dr. S. F. Bradel, Assistant Professor of Crown and 
Bridge Prosthesis and Dental Metallurgy and Superin- 
tendent of the Infirmary. 

Dr. Herman P. Thomas, Associate Professor of Eco- 
nomics and Sociology. 


Dr. Lawrence T. Price has been made emeritus 
professor of clinical genito-urinary surgery. Dr. 
Price was a valued member of the faculty for thirty 
years prior to his retirement last year. 


The Saint Philip Hospital Postgraduate Clinic for 
Negro physicians, as conducted annually by the col- 
lege, will run from June 17 to June 29, 1935. Other 
states than Virginia have been represented in the 
registration for these clinics which have come to 
be so popular that enrollment is limited. 


News from the University of Virginia, De- 
partment of Medicine. 
At the meeting of the University Medical Society 
on February 6th Dr. Tiffany J. Williams 
elected president and Dr. Alfred Chanutin, secretary, 


was 


for the coming year. The retiring officers were Dr. 
John Henry Neff, president, and Dr. J. FE. Kindred, 
secretary. 


On February 25th Dr. Finley Gayle, Jr., of Rich- 
mond, Va., spoke before the University of Virginia 
Medical Society on Selective Human Sterilization. 


On February 22nd Dean J. C. Flippin spoke be- 
fore the local Chapter of Sigma Xi on the subject 
of Recent Trends in Medicine. 


On February 19th Dr. H. B. Mulholland ad- 
dressed the Staff of the Martha Jefferson Hospital 
on The Modern Treatment of Diabetes Mellitus. 


On March 6th Dr. Kenneth Maxcy and Dr. J. 
Edwin Wood spoke before the Sullivan and John- 





sy 
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son Counties Medical Society at Kingsport, Tenn., 
on the subject of Rheumatic Fever. 


Dr. Wilson G. Smillie, Professor of Public Health 
at the Harvard Medical School, visited the Medi- 
cal School on March 10th. 


Dr. Edwin Lehman and Dr. W. H. Parker spoke 
before the Norfolk Academy of Medicine on March 
1ith on the subject of Cerebral Trauma. 


On March 11th Dr. D. C. Smith spoke before 
the Albemarle Medical Society on Skin Fungi. 


News from Duke University School of Medi- 
cine and Duke Hospital. 

On February 11th Dr. W. L. Bierring, President 
of the American Medical Association, addressed the 
Durham-Orange County Medical Society at their 
regular monthly meeting, at Duke Hospital. 


On March 11th Dr. Wilson G. Smillie, of the 
Harvard School of Public Health, lectured to the 
students and staff on Common Colds. 


Mr. C. K. Allen, Warden of Rhodes House, Ox- 
ford, 
visited the medical school and hospital March 18th 
and 19th. 


England, successor of Sir Francis Wylie, 


The following senior students were elected to 
Alpha Omega Alpha during the autumn quarter: 


Miss Julia M. Jones and Mr. H. Stokes Munroe, Jr. 


Southeastern Surgical Congress. 

At the annual meeting of the Congress in Jack- 
sonville, Fla., in March, Dr. William D. Haggard, 
Nashville, Tenn., was formally installed as presi- 
dent for the coming year, and New Orleans, La., 
was selected as the 1936 place of meeting. Dr. C. 
Jeff Miller, New Orleans, was named president- 
elect. Virginians on the program at the Jackson- 
ville meeting were Drs. J. Shelton Horsley and I. 
A. Bigger, both of Richmond. 


Dr. Edwin A. Harper, 

Of Bedford, Va., who graduated from Harvard 
Medical School in 1931, has just opened offices in 
Lynchburg, Va., at 619 Church Street, for the prac- 
tice of pediatrics. For the past three years, Dr. 
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Harper has been medical house officer in The Chil- 
dren’s Hospital, Boston, Mass. 


Dr. R. M. DeHart, 

Recently of Floyd, Va., where he has been operat- 
ing a hospital for the past three and a half years, 
has closed this institution and moved to Christians- 
burg, Va., where he is now associated with Dr. A. 
M. Showalter on the surgical staff of the New Alta- 
mont Hospital. 

Dr. John Harris Smith, an alumnus of the Medi- 
cal College of Virginia, class of ’34, has taken over 
Dr. DeHart’s practice at Floyd. Dr. Smith served 
an undergraduate internship at Sheltering Arms 
Hospital, Richmond, and had been at Lewis Gale 
Hospital, Roanoke, Va., since last July. 


Dr. Elbyrne G. Gill, 


Roanoke, Va., a director of the Lions Interna- 
tional, was the principal speaker at a district con- 
the clubs in Petersburg, Va., 


ference of Lions 


March 6th. 


Dr. Howard M. Starling, 

Class of ’31, Medical College of Virginia, who 
has recently been at Lenox Hill Hospital, New York 
City, went to City Memorial Hospital, Winston- 
Salem, N. C., on March 1st, as resident physician. 


Warning! 

Doctors are warned to be on the look-out for a 
man claiming to be a representative of the Associated 
Importing Factors of New York City. This com- 
pany is no longer in business, and the man has 
been selling desk pads, chair covers, etc., collecting 
the money in advance with the promise of having 
the articles sent postage free. He has been using 
the name of G. A. Thompson, is about forty-five 
years of age, about six feet tall, and has blue eves 
and brown hair. Anyone seeing this man is asked 
to get in touch with their local police department. 


C. & O. Hospital to Build Annex. 

Work will soon be started on a fifty-bed annex to 
the Chesapeake and Ohio Railroad Hospital in 
Clifton Forge, Va. The present one-hundred bed 
hospital will be renovated and modernized in keep- 
ing with the annex, and a modern hydrophysio- 
therapy department will be installed. 

The history of this hospital dates back about 


forty years. When Gladys Inn was completed in 
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1896, the building, which had been the hotel since 
the early boom days of Clifton Forge, was converted 

The late Dr. John C. Wysor was 
In 1913, the old building was razed 
Dr. B. B. 
Wheeler succeeded Dr. Wysor, and was, in turn, 
succeeded by Dr. J. M. Emmett, who has served as 


into a hospital. 
chief surgeon. 


and the present hospital was erected. 


chief of staff since 1920. 


The American Association on Mental De- 

ficiency 

Will hold is annual meeting at the Hotel Palmer, 
Chicago, on April 25th, 26th, and 27th. The 
Thursday and Friday sessions will be devoted to 
studies on Mongolism; Birth Injury as an Etiologi- 
cal Factor in Mental Deficiency; Mental Disorders 
in Mental Deficiency; The Problem of Steriliza- 
tion; Defective Delinquency and its Relation to 
Penal Institutions; Community Supervision of the 
Paroled Mental Defective; and Newer Methods in 
The 
Saturday session, on April 27, will be devoted to 


Institutional Training for Community Life. 


the sociological, psychological, and the special edu- 
cational aspects of Mental Deficiency. 

Physicians are cordially invited to attend these 
sessions. Complete data on the program may be 
obtained from the Secretary, Dr. Groves B. Smith, 


Godfrey, Il. 
Dr. Hugh H. Trout, 


Roanoke, Va., recently gave a talk on the medi- 
cal profession in the first of a series of vocational 
guidance conferences which are being sponsored by 
the Virginia Tech Y. M. C. A., Blacksburg, Va. 
Dr. D. Hunter Marrow, 

After spending the winter at Daytona Beach, Fla., 
has returned to his home at Boydton, Va., for the 
summer. 


Dr. E. V. Richardson, 
Who has been practicing for some time at Glade 
Spring, Va., announces his removal to Marion, Va. 


Dr. Duncan R. McEachern, 

Of the class of ’32, Medical College of Virginia, 
who interned at the Hospital Division of the Medi- 
cal College of Virginia and later served a year at 
the American Hospital in Paris, has located for gen- 
eral practice at Wilmington, N. C., with offices in 
the N. C. Bank and Trust Building. 
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Dr. McEachern Miss El 
Shepherd, of Richmond, Va., on January 23rd. 


Dr. David W. Kelly, Jr., 


Culpeper, Va., was recently elected post surge n 


was married to 


of the Culpeper Post, Veterans of Foreign Wars, | 


the coming year. 


Typing Done at Reasonable Price. 
Doctors desiring manuscripts and other papers 
typed may secure reasonable rates from person w! 


has had considerable experience in this work 
“Typist,” care of Medical 
( Adv.) 


= 


communicating with 
Society of Virginia, or phone 35-0067. 


For Sale— 


Burdick Quartz Mercury Lamps. 
Also used Scanlan-Morris utensil 
specialist’s cabinet, specialist’s chair and cuspidor. 


Slightly used. 
gas sterilizer, 
May be seen at Surgical Laboratory Showrooms on 
12th Street, between Broad and Marshall Streets, 
Richmond, Va., or write W. O. Hester, 3122 West 
Grace Street, Richmond, Va. (Adv.) 


Drug or Detail Salesmen, 

Calling regularly on dispensing physicians, free 
to accept non-competing line. 
and full protection. 
covered, and number of trips per year. 


Liberal commission 
Give present line, territory 
Complete 


cooperation and direct mail assistance. Gaston 
Moreau, 509 Fifth Avenue, New York, N. Y. 
( Adv.) 





Obituary Record 


Dr. Edward Randolph Turnbull, 
Lawrenceville, Va., died at his home in that place 
on March 20th, after having been in ill health for 
He 
County, Virginia, and seventy-eight vears of age. 
His medical education was received at the Univer- 


several months. was a native of Brunswick 


sity of Virginia from which he graduated in 1884. 
Shortly thereafter he located in Lawrenceville where 
he had since made his home and practiced until a 
few months ago. 
member of the Brunswick County School Board 
and also county health officer. Dr. Turnbull had 
been a member of the Medical Society of Virginia 


For a number of years he was a 


for forty-two years. He is survived by his wife and 
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children, one of them being Dr. Randolph B. 
JT rnbull, of. Blue Ridge Sanatorium, Va. 


D.. Frank Waring Lewis, 
Vell known pediatrician of Richmond, Va., died 
He 


w.s a native of Litwalton, Va., and was forty-six 


Mirch 2nd, after an illness of two months. 


yours of age. Dr. Lewis graduated from the Medi- 
cul College of Virginia in 1913. He had been prac- 
ticing in Richmond for the past ten years and had 
heen a member of the Medical Society of Virginia 
1926. 


since His wife and three children survive 


him. 


Dr. Howe Alexander Jordan, 

Big Island, Va., died March 13th. He was eighty- 
two years of age and a graduate of the College of 
He 


had been a member of the Medical Society of Vir- 


Physicians and Surgeons, Baltimore, in 1879. 
cinia for the past eighteen vears. His wife and 
three children survive him. 
Dr. John Davis Dabney Ware, 

Baltimore, Md., died February 23rd, from com- 
He 


was thirty-two years of age and graduated from the 


plications following an attack of influenza. 
University of Virginia, Department of Medicine, 
in 1929, 


and throat diseases at Johns Hopkins Hospital. 


Dr. Ware was specializing in ear, nose 
Ive 
had been a member of the Medical Society of Vir- 


ginia for five years. 


Dr. Franklin H. Martin, 

Well known throughout the country as director- 
general of the American College of Surgeons, died 
March 7th of coronary thrombosis. He was a na- 
tive of Wisconsin and seventy-seven years of age. 
Dr. Martin’s most significant work began with the 
establishment of Surgery, Gynecology and Obstetrics 
in 1905. This was responsible for the formation 
of the North 
America in 1910 and later the American College 


Clinical Congress of Surgeens in 


of Surgeons in 1913. Dr. Martin was very active 


in medical administrative work during the World 


War and was Colonel in the Medical Corps of the 


U. S. Army. 
recognition from many places and had had several 


He was the recipient of honors and 


decorations bestowed upon him by foreign countries. 
Dr. Martin was also the founder and leader of the 
Gorgas Memorial Institute of Tropical and Pre- 


ventive Medicine. 
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Dr. John Ruhrah, 

Internationally known pediatrician died in a Bal- 
He had been a pa- 
Dr. 


was a native of Ohio and was sixty-two years of 


timore hospital, March 10th. 


tient there since early in January. Ruhrah 


age. He was formerly president of the American 
Pediatric Society and also the Medical Library As- 
sociation and served as secretary of the Medical 
and Chirurgical Faculty of Maryland for ten years 
and its president in 1919. 


Resolutions on Death of Dr. J. G. Davis. 

At a called meeting of the Board of Directors of 
the New Altamont Hospital, on February 25rd, the 
following resolution was presented and unanimously 
adopted : 


Wuereas, God in His infinite wisdom has deemed it 
wise to take from our midst our beloved and efficient co- 
worker, Dr. J. G. Davis, Jr., and 

Wuereas, We as a Board of Directors shall miss his 
valuable counsel and services, not only now, but for the 
continued future, and 

WHEREAS, We recognize his many valuable qualifica- 
tions as a physician, friend and Director of the New 
Altamont Hospital, and 

Wuereas, We fully recognize the significant loss to 
this institution and deeply sympathize with his family in 
their personal loss. Therefore, be it 

RESOLVED, That we, as a Board of Directors, hereby 
assemble ourselves together to express to his family and 
friends in this community our sincerest sympathy, and 
with the hope that in some way the cloud of sorrow 
which now surrounds their lives will soon be replaced 
by the sunlight of joy and happiness. 

That a this 
minutes of the Board of Directors of the New Altamont 


copy of resolution be spread on the 


Hospital, a copy be presented to his families in both 
Christiansburg and Roanoke, and a copy presented to 
papers for publication. 

JuLius GooDMAN, 

JAMeEs RicBy, 

W. H. BAKER, 

W. S. Snipow, 

C. S. CHARLTON, 

PAUL Foster, 

A. M. SHOWALTER, 

Mrs. A. M. 


the daily 


SHOWALTER. 


Resolutions on Death of Dr. Schenck. 

It becomes our duty at this time to record the death 
of Dr. Powhatan Stanley Schenck, an honorary member 
and past president of the Norfolk County Medical 
Society. 

Dr. Schenck was intimately associated with the medical, 
but particularly the public health activities of Norfolk, 
having served as Health Commissioner from 1910 until 


his death, although during the last four years failing 
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health had made necessary his retirement from active 
work. During his earlier years of practice he served 
for a time as City Physician, though until his appoint- 
ment as Health Commissioner he had been engaged in 
private practice, in which he acquired a large following 
of patients and friends. 

The present organization of the Norfolk Health De- 
partment was developed very largely during the twenty 
years in which Dr. Schenck was in active control. At 
this time forces and developments were at work which 
vitalized this service throughout the country and it was 
his special contribution which kept Norfolk City in the 
forefront in public health work. His unusual capabili- 
ties as an executive contributed greatly to its success. 
Dr. Schenck was a pioneer ia this field of public health 
service and it was during his term of office that im- 
munization, milk control, 
eradication and facilities 
quarantine control, contagion and other matters which 
was the work of the department at that time. 

Dr. Schenck was an honorary member of the Norfolk 
County Medical Society, formerly a member of the Medi- 
cal Society of Virginia, and a fellow of the American 
Public Health Association. 

We cannot leave this duty with a mere statement of 
facts of his life and work, although they record an ad- 
mirable, useful and successful life’s work, for the mem- 
bers of this committee and a large number of others 
who had the privilege of being intimately acquainted 
with his personality knew him as kindly, companionable 
and lovable gentleman who will continue to live as 
such in their memories. Therefore, 

Be 1T Resotvep: 1. That in the death of Dr. Pow- 
hatan Stanley Schenck the Norfolk County Medical So- 
ciety and the City of Norfolk have lost a valuable and 
distinguished member and citizen. 

2. That our deepest sympathies be extended to his 


school inspection, mosquito 


recreational were added to 


bereaved family. 

3. That a copy of these resolutions be spread on the 
minutes of the Society, and also sent to his family, and 
be published in the Vircinta MepicaAL MONTHLY. 

C. J. ANDREwSs, 

J. Warren WHITE, 

FRANK HANCOCK, 
Committee. 


Resolutions on Death of Dr. Whitehead. 


Robert Camden Whitehead was born at Amherst, Vir- 
ginia, August 11, 1878. He was the son of Colonel 
Thomas and Martha Garland Whitehead. 

He received his preliminary education in the public 
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schools of Amherst County, and then entered Randalph- 
Macon College, where he pursued his studies for thre 
years. 

After the death of his father Colonel Thomas Whi:: 
head, he entered the newspaper field and for some years 
was associated with a leading newspaper of this city, 
also the Everett Waddey Company, of Richmond. 

In 1902 he entered the University College of Medicine, 
in Richmond, and graduated in 1905. After receiving 
his degree, he located in West Virginia but again re- 
turned to his home at Amherst in 1909, where he prac- 
ticed until locating in this city in 1912. Here he con- 
tinued general practice until 1918, when he became asso- 
ciated with Dr. R. L. Payne, Sr., and Dr. R. L. Payne, 
Jr. At this time he began to confine his work to in- 
ternal medicine, a field in which he soon became recog- 
nized. He was a member of the staff of the Norfolk 
Protestant Hospital and of St. Vincent’s Hospital. 

Dr. Whitehead was a keen student and had an ab- 
sorbing interest in the scientific problems of his profes- 
sion. His papers read before this Society were heard 
with pleasure and respect. His fellow physicians had 
the highest regard for his diagnostic skill and clinical 
judgment. 

Dr. Whitehead touched the cultural life of the com- 
munity at many points, but he will probably be best re- 
membered for his love of music. He was one of the 
founders of the Norfolk Symphony Orchestra and was 
largely responsible for its success. 

In the death of Dr. Whitehead, the Norfolk County 
Medical Society has lost one of its most loyal members 
Therefore, 

Br ir Resotvep: 1. That the Norfolk County Medical 
Society wishes to record its high regard for Dr. White- 
head as an honored member of our profession and a 
distinguished citizen of this community. 

2. That we wish to express our deepest sympathy to 
his bereaved family. 

3. That these resolutions be entered in the minutes 
of this Society, a copy be sent to Dr. Whitehead’s family, 
and a copy to the VircINIA MepicAL MONTHLY. 

H. M. Does, 

B. E. HARRELL, 

R. L. PAYNE, 
Chairman. 


Dr. James Hunt Royster. 


As we go to press, we have been advised of the 


sudden death of Dr. Royster, due to a heart trouble. 


Notice will appear in our next issue. 





